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()*FORD MEDICAL PUBLICATIONS 


SEE PaGE 2 


Second Edition 
\N EDICAL DISORDERS OF THE 
LOCOMOTOR SYSTEM 
INCLUDING THE RHEUMATIC DISEASES 
By ERNEST T. D. FLETCHER, M.A., M.D., M.R.C.P. 


Physician-in-Charge the Department of Rheumatism and 
Lecturer in Kheumatic Diseases, Royal Free Hospital 


This edition has been fully revised and six new chapters have 
been added by authorities on special subjects. 


Pp. 892 377 Illustrations (6 in full colour) 60s. net 
E. & 8. Livingstone Ltd., Medical Publishers, Edinburgh 


HE LAW AND ETHICS OF DENTAL 
PRACTICE 
By R. W. DURAND, M.R.C.S., L.R.C.P. 
Formerly Secretary of the Medical Protection Society 
and 
D. MORGAN, L.D.S. (Leeds) 

Formerly Deputy Dental Secretary of the British Dental 

Association 
Foreword by Professor R. V. BRaDLaw, M.D.S. Dunelm, F.D.S., 

M.R.C.S. Eng. 


Professor of Oral Pathology, Durham University 
Director, Newcastle-upon-Tyne Dental School 





Expert guidance on the many problems which confront the 
dentist 





Demy 8vo 98 + viii Price 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 








Second Edition 


BDOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.CS. 


urgeon, Royal Free Lis pital 
2nd Edition in po volume Pp. 1274 1051 Tilustrations 
including 16 Colour Piates £6 6s. net 


H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 
FOR STUDENTS AND PRACTITIONERS 
ANDBOOK OF RADIOTHERAPY 
By WALTER M. LEVITT, M.D., F.R.C.P., F.F.R., 
D.M.R.E. 


Associate Physician, Department of Radiotherapy, 
St. Bartholomew’s Hospital. 
Demy 8vo. 272 pp. Illustrated. 308. 
* Admirably cgmposed ... with the wisdom that stems from 


wide experience, acute observation, intellectual] synthesis and 
cgay insight . . . a work of art.’’——British Medical Journal. 

The whole book is informed by good sense and practical 
experience, and deserves a wider public than Dr. Levitt claims 


. . it gives so much useful information in a readily assimilable 
form. ”"—-The Lancet, 


“The best small book and, indeed, probably the be ast book on 
radiotherapy which it has been my privilege to read.’ 
Journal of the Faculty of Radiologists. 


Harvey & Blythe Ltd., London, W.C.2 


212, Shaftesbury-avenue, 
Fifth Edition 
| ae re OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sce., Ph.D. 
Demy 8vo 282+x 10s. 6d. net, plus 6d. postage 
With Twenty-five Exercises and Answers 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 








To be published October 





and after birth. 


available elsewhere. 
242 Pages 





ANOXIA OF THE NEW-BORN 


A Symposium organized by The Council for International Organizations of Medical Sciences 
Edited by J. F. DELEFRESNAYE and T. E. OPPE 
This important work contains papers by international authorities and research workers on anoxia during 


In addition to the well-illustrated papers, there are full summaries of the interesting and 
fruitful discussions which took place. Much of the collected information in this book is not readily 


Ilustrated 


BLACKWELL SCIENTIFIC PUBLICATIONS .- 


INFANT 


About 27s. 6d. 


OXFORD 
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pruritus 





combined causal and symptomatic therapy 
menopax antipruritic cream 


stilboestrol 0.10% amethocaine 0.50% benzocaine 5.00°%. 
action: local wstrogen therapy combined with prompt and 
sustained surface anesthesia. 

indications: menopausal pruritus vulve, senile vaginitis, 
pruritus vulve during pregnancy, etc. 

packings: 20 gm. 5/2 incl. P.T., for dispensing 4 oz. 11/9 and 
8 oz. 23/- tax free. 


polycrest antipruritic cream 


phenylmercuric nitrate 0.259% amethocaine 0.50% benzo- 
caine 5.00%. 

action: bacteriostatic and fungicidal combined with prompt 
and sustained surface anesthesia. 

indications: pruritus ani and vulvae, tinea and pruritic 
conditions of diverse origins in both sexes. 

all packings P.T. free—20 gm. 3/10, for dispensing 4 oz. 
10/7 and 8 oz. 20/7. 





“CPL” antipruritic creams are not advertised to the public 


and may be freely prescribed 
Samples and literature on request 
CLINICAL PRODUCTS tur, RICHMOND SURREY 


IN EIRE: H. J. R. MAYRS & CO., 115 GRAFTON ST., DUBLIN 

















IMMEDIATE 


CONTROL OF 


ASTHMA 








Before the underlying cause of asthma can be deter- 

mined the physician invariably looks for an immediate 
measure for controlling the chief lesion BRONCHOSPASM. 
Complete reliance can be placed on FELSOL—prescribed for 
years by doctors for its immediate and sustained effect in 
relieving asthma attacks. Non-narcotic and non-cumulative, 
FELSOL is easy to take and gives full relief in perfect safety. 









* NO CONTRA-INDICATIONS aR SF ae 
*% SAFE IN CARDIAC CASES 











BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.6.1 
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New Books 


SURGERY OF REPAIR AS APPLIED TO HAND INJURIES 





New Editions 





HANDBOOK ON DISEASES OF CHILDREN 





Including Dietetics and the Common Fevers 
By BRUCE WILLIAMSON, M.D., F.R.C.P. Seventh Edition. 476 pages: 
103 illustrations. 17s. 6d- 
HANDBOOK OF PRACTICAL BACTERIOLOGY 
A Guide to Bacteriological Laboratory Work 
By T. J. MACKIE, C.B.E., M.D., D.P.H., and J. E. McCARTNEY, M.D 


By B. K. RANK, MLS., F.R.C.S. (Eng.), F.R.A.C.S., and A. R. WAKEFIELD, 
M.S., F.R.C.S. (Eng.), F.R.A.C.S. Foreword by Sir Gordon Gordon- 
Taylor. 272 pages. 192 illustrations. 4s. 


PICTORIAL INTRODUCTION TO NEUROLOGICAL SURGERY 
By G. F. ROWBOTHAM, F.R.C.S., and D. P. HAMMERSLEY, B.A. 


116 pages. 378 illustrations. 2s. D.Sc. Ninth Edition. 688 pages. 21 illustrations. 25s. 
TEXTBOOK OF PHYSIOLOGY AND BIOCHEMISTRY 
AN APPROACH TO GENERAL PRACTICE By GEORGE H. BELL, M.D., F.R.F.P.S.G., J. NORMAN DAVIDSON, 


By R. J. F. H. PINSENT, M.A., M.D. 176 pages. 12s. 


PEPTIC ULCER 
By C. F. W. ILLINGWORTH, C.B.E., M.D,. Ch.M., F.R.C.S.E. 296 pages. 95 illustrations. 42s. 


Professor Illingworth has made a special study of this disease for many years and every chapter reflects the author’s own opinions and a 
personal interest which covers diverse fields. Academic researches are well balanced with practical advice on diagnosis and treatment. 


E. & S. LIVINGSTONE LTD., Teviot Place, EDINBURGH 


M.D., D.Sc., and HAROLD SCARBOROUGH, M.B., F.R.C.P.E. Second 
Edition. 1156 pages. 780 illustrations. 50s. 
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OXFORD 


MEDICAL 





PUBLICATIONS 


PULMONARY TUBERCULOSIS 
PATHOLOGY, DIAGNOSIS, MANAGEMENT AND PREVENTION 
by WALTER PAGEL, M.D. 
F. A. H. SIMMONDS, M.D., D.P.H. 
and NORMAN MACDONALD, M.B., M.R.C.P. Ed. 
‘Will serve as a good textbook, and a useful reference book for the chest physician..—THE MEDICAL OFFICER. 
THIRD EDITION 742 pages 317 illustrations 84s. net 


ESSENTIALS IN DISEASES OF 
THE CHEST 


For Students and Practitioners 
by PHILIP ELLMAN, M.D., F.R.C.P. 
With a Foreword by Sir ROBERT A. YOUNG, C.B.E., M.D., F.R.C.P. 


‘Chest disease is treated as part of general medicine and is brought into relation with other conditions. 
To have presented such a complete review of the subject in so small a volume and with such admirable 








clarity is indeed a notable achievement.’—TUBERCULOSIS INDEX. 


410 pages 


298 illustrations 


30s. net 


OXFORD UNIVERSITY PRESS 
































BASIC PATHOLOGY 
AND MORBID HISTOLOGY 


By D. B. CATER, M.A., M.D., F.R.C.S. 


6} X 9} in. 338 pp. 264 illustrations, including 20 fully coloured plates, 
2s., post Is. 2d, 


This book is designed to help the student who has just begun the 
study of Pathology and finds the subject difficult. Based upon the 
first-year course in Pathology it is intended to help the student 
through the initial difficulties and strives to graft on to the student's 
knowledge of Physiology sufficient clinical information to make 
Pathology live. The book is illustrated with camera lucida drawings 
in colour and in black and white and in many cases the drawings 
have been grouped together for ease of comparison and to facilitate 
correlation of clinical and pathological data. All drawings are 
annotated. Diagrams have been introduced to shorten and simplify 
the text and to provide condensed information to which the student 
can refer when revising for the final examination. 


THE SYNOPSIS SERIES 
Each volume 43 x 7} in. 
The books in this series are ideal for revision purposes. New editions 
appear frequently and new titles are constantly being added. 
ANAESTHESIA (Lee). Third Edition. 21s., post 6d. New 
Edition in the press. 
CHILDREN’S DISEASES (Rendle-Short). 32s. 6d., post 7d. 
New Book. 
FORENSIC MEDICINE AND TOXICOLOGY (Thomas). 
Second Edition. 10s,, post 3d, 
MEDICINE (Tidy). Ninth Edition. 30s., post Is. 2d. 
NEUROLOGY (Tatlow, Ardis, and Bickford). 30s., post 6d. 
k. 


New Book. 
OBSTETRICS AND GYNAZCOLOGY (Bourne). 
Edition. 25s., post 7d. New Edition in the press. 
OPHTHALMOLOGY (Martin-Doyle). 20s., post 4d. 
PHYSIOLOGY (Short, Pratt, and Vass). Fourth Edition. 20s., 


Eleventh 


post 5d. 

SURGERY (Ed. Wakeley). Fourteenth Edition. 25s., post 7d. 
New Edition in preparation. 

SURGICAL ANATOMY (McGregor). Seventh Edition. 25s., 
post Is. 





JOHN WRIGHT & SONS LTD., BRISTOL 




















We announce on behalf of 
THE YEAR BOOK PUBLISHERS, Inc., Chicago: 


‘the new annual series of 


YEAR BOOKS 1953-1954 


Medicine Eye, Ear, Nose & Throat 
Obstetrics & Gyne- Radiology 

cology Orthopedics & Traumatic 
Pediatrics Surgery 
General Surgery Pathology & Clinical 
Drug Therapy Pathology 
Neurology, Psychiatry ' Urology 

& Neurosurgery Dermatology & Syphilology 
Endocrinology Dentistry 


The Year Books are new every year and not revisions 
of previous volumes. The 14 annual volumes enable 
general practitioners and specialists all over the 
world to make use of all the latest important 
diagnostic methods and treatment procedures. 
Price of each Year Book 45s. 
except Year Book of Radiology (60s.) 


Distributed in the United Kingdom by 


INTERSCIENCE PUBLISHERS, LTD. 
2a Southampton Row London, W.C.! 
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NEW and STANDARD BOOKS 








EDEN AND HOLLAND’S 
MANUAL OF OBSTETRICS 
By ALAN BREWS, M.D., MS., F.R.CS., 


F.R.C.O.G., Director of Obstetric Studies, 
London Hospital Medical College. Tenth 


PARSONS’ 


Ophthalmology, 





DISEASES OF THE EYE 


By Sir STEWART DUKE-ELDER, K.C.V.O., 
D.Sc., M.D., F.R.C.S., Surgeon-Oculist to The 
Queen; Director of Research, Institute of 


DISORDERS OF THE BLOOD: 
Diagnosis, Pathology, Treatment 
and Technique 
By Sir LIONEL WHITBY, C.V.0O., M.C., 
M.D., F.R.C.P., D.P.H., Regius Professor of 
Physic, University of Cambridge, and C. J. C. 


Twelfth Edition BRITTON, M.D., D.P.H., Physician and 





Edition. 57 9 37 Pe die at i es gat ae . Hematologist, Prince of Wales’s General 
, . re 7 Plates (12 Coloured) and 378 22 Coloured Plates and 465 Text-figures. Hospital, London. Seventh Edition. 20 Plates 
Text-figures. 52s. 6d. Nearly Ready About 4s. (12 Coloured) and 106 Text-figures. 63s. 





THE RADIOLOGY OF BONES AND JOINTS : 
An Introduction to the Study of Tumours and other 
Diseases of Bone 


By JAMES F. BRAILSFORD, M.D., F.R.C.P., F.1.C.S. New Fifth 
(Enlarged) Edition. Over 725 Illustrations. 90s. 


AN APPROACH TO CLINICAL SURGERY 
By G. H. C. OVENS, 0.B.E., M.B., B.S., F.R.C.S._ 118 Illustrations. 
22s. 6d. 


THE NORMAL CHILD: Some Problems of the 

First Three Years and Their Treatment 
By R. S. ILLINGWORTH, M.D., F.R.C.P., D.C.H. 64 Illustrations. 
30s. 


HISTOCHEMISTRY : Theoretical and Applied 
By A. G. EVERSON PEARSE, M.D., D.C.P. 110 Illustrations. 60s. 


Ciba Foundation COLLOQUIA ON 
ENDOCRINOLOGY 


Vol. VII. Synthesis and Metabolism of Adrenocortical Steroids. 
30s. 


29 Illustrations and 375 Structural Formula, 





THE SCIENCE AND PRACTICE OF SURGERY 
By W. H. C. ROMANIS, M.A., M.B., M.Ch., F.R.C.S., F.R.S.(Edin.), 
and PHILIP H. MITCHINER, C.B., C.B.E., M.D., M.S., F.R.C.S 
Ninth Edition. 

Vol. I. General Surgery. 20 Plates and 402 Text-figures. 32s. 
Vol. II. Regional Surgery. 8 Plates and 326 Text-figures. 36s. 

MEDICINE :_ Essentials for Practitioners and 

Students 
By G. E. BEAUMONT, M.A., D.M., F.R.C.P. Sixth Edition. 69 
Illustrations. 37s. 6d 

STARLING’S PRINCIPLES OF HUMAN 

PHYSIOLOGY 
By Sir CHARLES LOVATT EVANS, D.Sc., F.R.S. Eleventh Edition 
709 Illustrations. 52s. 6d. 

DIBLE AND DAVIE’S PATHOLOGY: 

An Introduction to Medicine and Surgery 
By J. HENRY DIBLE, M.B., F.R.C.P. Third Edition. 417 
Illustrations. 54s. 

BIOCHEMISTRY FOR MEDICAL STUDENTS 
Fifth Edition. By W. V. THORPE, M.A, Ph.D. 41 Illustrations. 





J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.! 











| THE KINSEY REPORT ON THE FEMALE | 





Sexual Behavior in the ‘Human Female 


By Professor ALFRED KINSEY, and Associates on the Staff of the Institute 
for Sex Research, Indiana University. 


846 pages 151 charts 


179 tables 4 illustrations 


A scientific study of sexual behaviour in American women of various ages, educational 
levels, religious adherences, and parental backgrounds. The material is based on data accumu- 
lated over the past 15 years in personal interviews with 5940 women ; in research carried 
on in various areas of science, and in exhaustive study of the literature in many fields. 

Data is presented on the incidence and frequency with which women participate in the various 
types of sexual activity. Summarized comparisons with male behaviour are made throughout. 
The book analyses the anatomical and physiological background of sexual response in female 
and in male. Included here is a considerable amount of previously unavailable material 
which is of great interest and value to the physician. Much original information is offered 
on the significance of psychological factors in sexual response—especially on their comparative 
importance in female and male. The relation of the so-called sex hormones to sexual response 
is critically reassessed. Neural factors in sexual response are considered. Concepts such as 
orgasm and frigidity are presented in a new light. 

This book will prove tremendously useful to the physician in the management of the many 
problems of sexual maladjustment which he sees among his female patients. 


Available Shortly | 


Price 50s. 





W. B. SAUNDERS COMPANY LTD. 


7, Grape Street, LONDON, W.C.2 


3 
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Footnotes on fungous infections 


PROPIONIC AND CAPRYLIC ACIDS, 
originally isolated from concentrated human 
sweat, have been shown to be actively hostile 
to the pathogenic fungi commonly attacking 
the feet. Wyeth research laboratories have 
now succeeded in preparing ‘Sopronol’ 
Propionate - Caprylate Ointment — an ideal 
fungicidal compound which penetrates the 
stratum corneum, reaching the deep-seated 
mycelia without irritation or sensitization of 
the skin. 


Supplied in I oz. tubes. 
® | 
So V rd ll 0 PROPIONATE - CAPRYLATE OINTMENT 


TRADE MARK 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON RD., N.W.1 











Modem Salerljle Therapy 


LTHOUGH acetylsalicylic acid 1s one of the most popular and 

effective non-narcotic analgesics available, its use has frequently 
been discarded by the physician in view of the possibility of its irritating 
the gastro-intestinal tract. 





‘ Alasil ’, however, helps to overcome this objection by providing the 
beneficial therapeutic effects of acetylsalicylic acid in such a form that 
it is acceptable even by delicate or disordered digestions. This toler- 
ability is due to the fact that ‘ Alasil’ combines acetylsalicylic acid 
with * Alocol’ (Colloidal Aluminium Hydroxide), an effective gastric 
sedative and antacid. 


For these reasons ‘ Alasil’ is an analgesic, antipyretic and antirheumatic 
which can be administered with complete confidence in all the conditions 
in which such an agent is indicated. It is so well tolerated that its use 
can be continued to the desired extent. 4 


Alasil © 


A supply for clinical trial with full descriptive literature sent on request 
A. WANDER LTD., 42 Upper Grosvenor Street, London W.1. 


* Alasil’ is in Category 4 (Cohen Committee) and is therefore prescribable 
without restriction under the N.H.S. 





















M.321 
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‘ERY THIN’ 


Brand 


TABLETS 


RATIONAL SYMPTOMATIC TREATMENT OF 
ANGINA PECTORIS and CARDIOSPASM 
Prepared with a chocolate basis, each tablet contains Lig. Glyc. Trinit. 
B.P.C. 4 min., Erythrityl. Tetranit. Dil. B.P.C. } gr., Phenobarbiton. B.P. } gr. 


The rapid action of Glyceryl Trinitrate is supported by the more prolonged 
effect of Erythrityl Tetranitrate, with Phenobarbitone as a sedative. 


In bottles of 25, 100, and 500 tablets 


Samples and literature are available on request 


C. J. HEWLETT & SON, LTD. 
Manufacturing Chemists 
35-43, CHARLOTTE ROAD, LONDON, E.C.2 
and at 216, ORR STREET, GLASGOW, S.E. 

















A service 
to save you time 


In the successful treatment of many 
illnesses, diet plays an important role, 
but is often neglected on account 

of the time consumed by giving 


detailed instructions. 


The Energen Dietary Service serves the 





profession in preparing appropriate 
reg and shoulders the burden of 
planning correct details. 


For full information regarding 
these facilities and for assist- 
ance and advice on any matter 
of dietetics and nutrition write 
or telephone to : 


ENERGEN 
For routine cases 1 DIETARY 
Standard diet charts. S E RV | C E 


For special cases :— 
Special diets constructed to suit individual needs. 25a, BRYANSTON SQUARE, 
For detailed guidance :— LONDON, W.1 


Personal consultation with the dietitian. AMBassador 9332 








All services 
are free of charge 


SI 
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A new and logical therapy 
for Rheumatic conditions 





Water-soluble esters of salicylic, p-aminobenzoic and ae \ 



























nicotinic acids, that readily pass the skin barrier 


The local treatment of rheumatic conditions has 
hitherto presented certain difficulties; drugs 
which penetrated the skin often caused intense 
irritation and their use was of doubtful value. 
Transvasin, a new preparation developed 
by Hamol S. A., our Swiss associates, and 
now available for prescription in this country, 
contains esters of salicylic, p-aminobenzoic 
and nicotinic acids. These esters, being both 
water- and fat-soluble, readily pass the 
skin barrier in therapeutic quantities 
without causing irritation, and enable 
an adequate concentration of the drugs 
to be built up where they are needed. 
Transvasin not only induces vasodila- 
tion of the skin with a superficial 
erythema but also brings about a ; 
deep hyperaemia of the under- 
lying tissues. 












Salicylic acid tetrahydro- 

furfuryl-ester 14% 
Nicotinic acid ethyl-ester Yi 
Nicotinic acid n-hexyl-ester » be 
p-Aminobenzoic acid ethyl-ester Fp 
Water-miscible cream base ad 100% 














Transvasin is available in 1 oz. tubes at 
4/-, which are obtainable on form E.C.10, 
and is not advertised to the public. 


LLOYD-HAMOL LTD., 3 ST. JAMES'S SQUARE, LONDON, S.W.1 WHITEHALL 8654/5/6 
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(Amer. J. Obstet. Gynec., 
1952, 63, 99). 


errivenin .. 


SACCHARATED OXIDE OF IRON 








NON-TOXIC INTRAVENOUS IRON THERAPY 





\ 4 product of fm tae CLs 
~ 
1/5/6 BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE - ENGLAND 


7 











THe Lancet] THE LANCET GENERAL ADVERTISER [SEPT. 26, 1953 





AN 


IMPROVED 


BARBITURATE 


OF GOOD 


COMPATIBILITY 


AND WIDE 


THERAPEUTIC 


MARGIN 


Dormupa 











*‘DORMUPAX’, a strong hypnotic agent 
whose high efficacy derives primarily 
from its inclusion of calcium n-butyl-allyl- 
barbiturate, provides per tablet— 


Calcium n-butyl-allyl-barbiturate. . . 3.75 grains 
Carbromalum B.P.C.. . . . . . + 1.8 grains 


Advantages: - 


The therapeutic index of n-butyl-allyl-barbituric acid is superior 

to that of the majority of commonly used barbituric acid 
derivatives. It has also been shown that the quotient DE/DL is 
even more favourable for the calcium salt than for the acid. 

The molecule of n-butyl-allyl-barbituric acid reaches the sleep centre 
unchanged. After an average sleep duration of 8 hours, 

it is completely degraded to an indifferent form. 

The efficacy of ‘Dormupax’ is reinforced by carbromalum, a safe, 
prompt, medium-strength hypnotic which is free from after-effects. 
*DORMUPAX’ has been thoroughly investigated in several mental 
hospitals, with satisfactory results. In senile, motor-restless patients 
efficacy is good on dosage of half a tablet in the afternoon and 

one tablet in the evening. After-effects are not observed. 

Excited insane patients tolerate 4 tablets daily in a course of 


2 to 4 days without deleterious after-effects. 


Indications: 


Insomnia due to psychic cause or pain— Insomnia, including in 


circulatory diseases or arteriosclerosis— Spastic vascular states. 


Dosage: 


Maximum daily single dose: 2 Tablets; maximum daily dose: 5 Tablets. 
Further information on dosage supplied in literature on request. 


REGD. TRADB MARK 


Packs: 


Standard Tube, 12 Tablets; bottles of 250 (Dispensing). 
Samples of ‘Dormupax’ available on personally signed 
request of physicians only (Sch. IV) from the Medical 
Dept. 


HOMMEL’S HE MATOGEN & DRUG CO. 


121 Norwood Road, London S.E.24 
Phone: TULse Hill 3276 
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In the treatment of GASTRIC HYPERACIDITY 
and the control of PEPTIC ULCER, 

this new product acts as an 

antacid buffer giving prompt 

action and prolonged effect within 

a definite and safe pH range. 








Each tablet contains : 
Aluminium glycinate (Dihydroxy aluminium 
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@ Gives prompt relief of pain. 


Has a prolonged and stable antacid action. 

6 nies PRODEXIN tablets, each in protective 
¥ . wrapping, are available in cartons of 

aver and aye gastric p H in the 30, at 5/3d. Retail price includes 
safe zone’ of 3°5 to 4°5. Purchase Tax and is subject 


to Professional discounts. 


@ Facilitates healing of peptic ulcer. 
@ Is free from such side-effects as acid rebound 
and constipation. Manufactured in the Laboratories of 


Cc. L. BENCARD LTD 


@ Pleasant to take ; convenient ; economical. 
PARK ROYAL, LONDON, N.W.1I0 
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Indicated in the treatment of nutritional 
iron deficiency anaemias and the iron 
deficiency anaemias of pregnancy. 
The Ferrous Gluconate used in CEREVON 
preparations is of our own manufacture 
and free from ferric iron. 

Each tablet contains 0.3 G. Ferrous Gluconate 
equivalent to 35 mgm. available organic iron. 
PACKS : bottles of 100 tabs. — 1,000 tabs. 

PRICES: .... .... 3/2 plus P.T. — 29/8 plus P.T. 





ELIXIR CEREVON, providing a liquid 
preparation containing Ferrous Gluconate 
together with the important factors of the B 

complex, is also available. 





CALMIC LIMITED - CREWE - TEL. 3251-5 





Tab. Cerevon are available for prescription on form E.C.10. 
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In hypertension and 





peripheral waseular disease... 


HY DERGINE 


(containing the methanesulphonates of dihydroergocornine, 
dihydroergocristine and dihydroergokryptine in equal parts) 

















lowers the tone of the vasomotor centres in the brain, 

blocks adrenergic stimuli at the effector organs, 

slows the heart rate and improves the diastolic filling of the heart, 
reduces psychomotor over-excitation. 


+ + + 





Hypertension 


Hydergine lowers _ systolic 
and diastolic blood pressure 
and alleviates _ subjective 
complaints. 


Brit. Heart J., 1952, 14, 77. 


Peripheral Vascular Disease 





Hydergine increases blood flow 
in the extremities and dilates 
collateral vessels in severe 


obliterative disease. 
Angiology, 1950, 1, 520. 




















Ampoules of 0.3 mg.: Boxes of 3, 20 and 100. 
Sublingual Tablets of 0.25 mg.: Bottles of 30, 150 and 500. 





Literature and samples available on request 
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SANDOZ PRODUCTS LIMITED 
134, Wigmore Street, London, W.I 
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THEODROX provides a dependable method of oral administration of aminophylline 


in doses large enough to produce the same high blood levels obtainable with parenteral 
administration. 

Previous investigations have shown that good response is obtained from aminophylline 
only if a certain concentration of the active component, theophylline, is attained in the 
blood. Because gastric irritation prevents giving oral doses large enough to produce 
this necessary blood level, the only dependable way of obtaining this end has been to 
resort to parenteral aminophylline. 

Now there is clinical proof that when aminophylline fs combined with a specially 
prepared. aluminium hydroxide, the stumbling block of gastric irritation can be 
virtually eliminated, and massive oral doses can be tolerated to produce consistent 
blood levels comparable to those obtained by parenteral administration. *(1) *(2). 
Theodrox is supplied in containers of 25, 100 and 1,000 tablets, each tablet containing 
Aminophylline B.P., 3 gr. and Aluminium Hydroxide Gel, Dried, B.P.C., 4 gr. 
Theodrox is also available as Theodrox with Phenobarbitonc, each tablet containing in 
addition } gr. of Phenobarbitone B.P. 


REFERENCES 


* (1) Studies with Two New Theophylline Preparations, Amer. F. Med. Sci., 224: 627, 1952. 
* (2) A New Approach to Increasing Tolerance to Oral Aminophylline, Postgrad Med. 
13: 432, May, 1953. Abstracted; Practitioner, 171 : 328, Sept., 1953. 
British Patent Application No. 32742/52. 





THEODROX is a trade mark of 


RIKER LABORATORIES LTD. 29 KIRKEWHITE ST., NOTTINGHAM 


Detailed literature gladly sent on request. 
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‘MYSOLINE’ 


Trade Mark 


PN ERLE CONZLEOL:.OF EPILES SF 


The first publication' on ‘Mysoline’ described the beneficial 
results achieved by this drug in long-standing cases of grand mal 
epilepsy which had resisted treatment with the established anti- 
convulsants. 


Since that time ‘Mysoline’ has undergone clinical evaluation in 
many important neurological centres, both in Great Britain and in 
countries overseas. The earlier favourable results have been amply 
confirmed, and two outstanding features of the drug have been widely 
recognised, namely its ability to control the g grand mal attack, and its 
low toxicity. Evidence is accumulating that ‘Mysoline’ is of value in 
other forms of epilepsy, notably the psychomotor type, and possibly 
also petit mal. In addition several workers’ have noted a beneficial 
effect on the general well-being of patients, with improvement in 
behaviour, performance and sociability. 





According to a recent British report? on 58 grand mal cases 
which were not satisfactorily controlled by other anticonvulsants, 
50%, of the patients derived benefit from ‘Mysoline’ ; 


Further afield, Canadian workers* at McGill University and the 
Montreal Neurosurgical Institute have assessed the value of ‘Mysoline’ 
in 61 cases which had responded poorly to other types of medication. 
Here ‘Mysoline’ reduced the number of attacks by 50°/, or more in 
35°, of the patients. Cases of major conv ulsion, petit mal, and 
automatism were included amongst those benefited. 


‘Mysoline’ tablets (0.25 gramme) are 1. Lancet, 1952, i, 742. 
now available in packings of 100 and 2. Lancet, 1953, i, 1154. 
1,000. 3- Lancet, 1953, i, 1024. 


4 Canad. Med. Ass. ]., 1953, 68, 464. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 


A subsidiary company of Imperial Chemical Industries Limited 
WILMSLOW MANCHESTER 
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Orally active peripheral 
VASODILATOR 


PRISCOL 


RAYNAUD’S DISEASE 





and 


INTERMITTENT CLAUDICATION 


in 
Buerger’s Disease and 


Arteriosclerotic conditions 


In elderly patients with peripheral vascular disease Priscol 
permits a much more active existence and delays the sequelae 
of arteriosclerotic changes 





TABLETS 25 mg. OINTMENT 10% SOLUTION 10%, 
40, 200, 1,000 20 g., Llb. 10 c.cm., 100 c.cm. 


PARENTERAL SOLUTION 25 mg./c.cm. 
6 Ampoules (1 c.cm.), R.C. Vials (10 c.cm.) 


CBA 


* Priscol' is @ registered trade mark denoting 2-benzyl-imidasoline hydrochloride 





Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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VITAMIN B COMPLEX 


LIQUID :—Vitamins B,, B,, B, 
B,., Niacinamide, Pantothenic Acid, 
Choline, Inositol, FOLVITE* Folic 
Acid, Soluble Liver Fraction 
flavoured with natural orange. 
TABLETS :—Vitamins B,, B,, B,, 
B,., Niacinamide, Calcium Panto- 
thenate, FOLVITE* Folic Acid, 
Insoluble Liver Fraction. 

LIQUID 


Bottles of 4, 8 and 12 fluid ounces 


TABLETS 


Bottles of 100 and 1,000 
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No matter what the season of the vear, one of the 
commonest deficiencies met with in hyperactive, 
rapidly growing children or in adults presenting a 
history of inadequate diet, is that of B complex 
vitamins. Fortification with a recognised B complex 
formula fortunately in most cases reverses the de- 


ficiency condition in the individual, 


LEDERPLEX Vitamin B Complex Lederle has 
attained a reputation without equal as a_ potent 
dietary supplement in conditions such as anorexia, 
digestive disturbances, lassitude, dietary inadequacies, 
physical and emotional _ strain, etc. in children 
and _ adults. 


Literature on request. ®Trade Mark 
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Free to breathe again 


Most cases of asthma respond 
excellently to ‘ Neo-Epinine’. 
More effective than adrenaline or 
ephedrine as a bronchodilator, it 
has the further advantage that it is 
relatively free from side-effects. 
Rapid relief follows the use of 
‘Neo-Epinine’ No. 1 Spray Solu- 
tion, a plain | per cent aqueous 


preparation. ‘Neo-Epinine’ sub- 
lingual products, 20 mgm., act 
within 5-10 minutes. Stubborn 
cases may need ‘Neo-Epinine ’ 
No. 2 Compound Spray Solution, 
which contains | per cent of the 
drug with 2 per cent of papaverine 
and 0:2 per cent of atropine 
methonitrate. 


‘NEO-EPININE’ 


IS,OPRENALINE SULPHATE 


WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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The association of methyltestosterone and ethinylcestradiol in 
Mepilin produces a more complete response in the treatment of 
menopausal disorders than can be obtained by the use of 
cestrogens alone. 

The presence of methyltestosterone enables a reduction in 
cestrogen dosage to be made; thus undesirable side effects such 
as breast turgidity and pelvic congestion are avoided and the 
risk of withdrawal bleeding is reduced. An increased feeling of 


confidence and well-being is produced which is both mental 
and physical. 


| ' | J & ELIXIR 
Each teaspoonful (4 ml.) of Mepilin Elixir and each Mepilin Tablet 
contains ethinylestradiol 0.01 mg. and methyltestosterone 3 mg. 





. PILIN’ TABLETS DOSAGE: Menopause and geriatric condi 
4 0} Ss e > 
Bottle of 25 at 7/- and 100 at 21/7 tions: average cases— 3 tablets or 3 tea- 


> , spoonfuls daily. Premenstrual tension and 

*MEPILIN’ ELIXIR dysmenorrhea — 2 tablets or 2 teaspoonfuls 

Bottle of 4 fl. oz. at 9/- and 20 fl. oz. daily from roth to 22nd day of the menstrual 
cycle. 
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THE METHODOLOGY OF CLINICAL 
SCIENCE * 

Sir JAMES SPENCE 

M.C., M.D., Hon. LL.D., Hon. D.Sc. Durh., F.R.C.P. 


PROFESSOR OF CHILD HEALTH IN THE UNIVERSITY OF DURHAM 


THERE is a risk in generalising from the few facts which 
we apprehend in our personal experience, and I take this 
risk in saying that there are two main kinds of clinical 
science, of which one is in danger of being overwhelmed 
by the other. Out of this distinction I shall try to create 
the substance of this lecture. 

Clinical science is the planned study of disease, or of 
the phenomena of disease, in men and women and 
children who are sick. It is a practical craft, and this 
implies that the clinical scientist must possess the 
particular skills necessary for collecting and systematising 
his knowledge. He must possess also the opportunity to 
do his work with such regularity and method as the 
occasion demands. Working within the responsibility 
for the medical care of the patient, he must do nothing 
which is harmful to his patient or which delays his cure. 
If his researches lead the clinical scientist to do more 
than this, or less than this, his intentions must be 
approved by the patient after full explanation of what 
is in store for him. Approval by the patient will always 
be influenced by the attitude and the opinion of the 
investigator, and there can be no tribunal to pass judg- 
ment on what is practice and what is malpractice in the 
investigation of sick patients. Under these circumstances 
research methods can be sanctioned only by that faculty 
which distinguishes right from wrong, and which we may 
still call conscience. This understanding of what is right 
and what is wrong in the care of patients is part of the 
professional knowledge gained in medical schools and 
teaching hospitals from teachers, who hold their teaching 
posts for the very reason that they can transmit this 
knowledge, with other knowledge, to their assistants and 
students. 

I return to the two kinds of clinical science. One way 
of approach to a definition is to look at their aims. The 
aim of one kind of clinical science is to know disease in 
such a way as to enable us to infer its cause and to 
predict its course. Seen in this way a disease is regarded 
as a sequence of phenomena in a sick person arising from 
and following on a noxious injury ; and this is in accord 
with the Aristotelian idea of the nature of things. The 
methodology of this kind of clinical science is the planned 
observation of the sequence of phenomena in that 
number of sick people which allows us to know the 
common course of the disease under study from its 
beginning to its end, and to estimate and know the 
variations from that course. Planned observation implies 
the use of all practicable and necessary machines of 
measurement. The knowledge it leads to has immense 
practical values, for to know disease in this way is the 
basis of exact therapy in professional practice. This 
kind of work might be called clinical cartography, 
because it helps the practitioner to know where he is, 
and where he should go. 

The other kind of clinical science might be called 
clinical phenomenology. It studies the phenomena of 
disease or of disordered function, and its aim is to explain 
their mechanisms and their clinical significance. It is 
concerned with auricular fibrillation, hunger pain, itchy 
skin, or hyperpotasszmia, rather than with the diseases 
in which these phenomena arise. Its methodology starts 
with identification of the phenomena and then goes on 
to the use of experiment when possible and necessary. 


* A lecture to the British Postgraduate Medical Federation, 
University of London, delivered at the Postgraduate 
Medical School of London on Jan. 6, 1953. 
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Great benefits have come to both the science and practice 
of medicine by these detailed analytical studies of clinical 
phenomena. The knowledge gained has both increased 
our understanding of old diseases and pointed the way 
to the discovery of new diseases. 

Thomas Lewis did so much to establish this precise 
and rational study of clinical phenomena that it is 
tempting to use his name as an eponymous title for this 
kind of clinical research, but Lewis’s view of medicine 
went far beyond detailed studies of phenomena, and for 
that reason I have suggested that, if a name has to be 
found, it would be better to call it clinical phenomenology. 
Thomas Lewis, however, by the mere force of his person- 
ality has so influenced clinical research in this country in 
recent years that the study of clinical phenomena, or 
‘ states of disease ’’ as he called them, overshadows other 
kinds of clinical research. The advantages derived from 
this influence have been enormous, but there are grounds 
for believing that its dominance has led to the neglect of 
the planned study of disease. 


Clinical Observation 


Before I go further I must try to make clear the 
different kinds of clinical observation. That the instru- 
ments of clinical observation are now so disconcertingly 
numerous makes this all the more necessary. We should 
keep in mind, however, that it is the essence of clinical 
research that, while the observer should know what to 
look for, he should not be too absorbed to notice the 
unusual. To grasp the significance of the unusual is an 
uncommon quality, and F. M. R. Walshe stressed this 
idea in saying: 

‘* It takes the exceptional mind to pass beyond the first 
exercises of the discriminatory tendency to pick up a 
hitherto unrecorded phenomena and to grasp its signifi- 
cance. Indeed, many a competent clinician may live out his 
professional existence, never having made a truly original 
observation.” 

With this chastening thought in our minds, we can try 
to separate clinical observation into its parts. 

There are,three main types of clinical observation, and 
each is as much an expression of a natural cast of mind 
as of a trained method of approach ; which is not to say 
that they cannot all be combined occasionally in one 
person’s skill. How occasionally 1 cannot estimate, for 
I cannot recollect having seen such a person. 

The first type of observation is the episodic recognition 
of spontaneously occurring signs of disease which we use 
when we diagnose and prognosticate. It is the craftsman 
skill in seeing quickly what he knows to be significant, 
and, as such, it grows out of experience. Not all are 
capable of it to an excellent degree. It comes best to those 
who talk least, and the ebullient loquacious teacher 
rarely possesses it. It sees the rose spot and the scabies 
burrow. It hears the cry indicating a retropharyngeal 
abscess, and the wheeze of tracheal pressure. It knows 
when to dismiss the record of a high blood-urea as a 
laboratory mistake or as an error in collecting the blood 
into a contaminated tube. In its best form it works 
towards an economy of effort, and has its eye on what is 
true and what is false in new machines. To this practical 
skill of the experienced clinical observer it is customary 
to give the name of clinical intuition ; but if this implies 
a kind of mystical guessing, it no more deserves the 
name than does the skill of knowing where to find a 
plover’s nest. It is the product not of guessing but of a 
sifted experience by which the significant is recognised 
with such rapidity that the steps of reasoning are not 
discernible to the uninitiated. There is, of course, and all 
too commonly, such a thing as clinical guessing, which 
we may suspect when we hear it bolstered up by expres- 
sions of opinion beginning with the words “‘In my 
experience ...’’; but this does not come into any of 
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the categories of serious clinical observations we are 
discussing. 

This episodic or incidental type of clinical observation 
is not in itself a method of research. It is the tool of 
professional practice. However skilfully it may be used, 
it is not likely to lead either to discovery or to a decisive 
clarification of existing knowledge, both of which are 
the objects of research. The truth of this will be known 
to those who have used the routine clinical notes of 
hospitals in seeking recorded facts and observations. 
These records may have their value as a teaching instru- 
inent, but as instruments of clinical research the routine 
ward notes and the machinery of hospital records are 
almost useless. 

The second type of clinical observation is so rare that 
[ may not make it evident except in examples. It comes 
only to the mind prepared. It is Coleridge’s ** ascertaining 
vision’? which comes to a few ‘‘ who even in the level 
streams have detected elements which neither the vale 
itself or the surrounding mountains contained or could 
supply.’’ Its essence is the recognition of a new phenom- 
enon or of a new correlation between two previously 
recognised phenomena, Coming to those with a sufficient 
technical experience, it takes shape only in the minds of 
those endowed with imagination and insight. It is near 
to the artist’s power to see something fresh in ‘ things 
we have passed a thousand times nor cared to see,’’ but 
it has been an attribute also of most of the great scientists. 
To describe it I will mention only the example of N. M. 
Gregg’s brilliant recognition of the association between 
rubella in the pregnant woman at her eighth to tenth week 
of pregnancy and the congenital deformities in the child 
who will be born seven months later. If Gregg had not 
systematised his observations quickly at that time, and 
in those circumstances, the chance might not have come 
again, or for another hundred years or more. It was 
fortunate that the chance came to the sensitive mind. 
This kind of clinical observation, for which I can find no 
suitable name, is one of the most scintillating starting- 
points of scientific research. But we cannot order it or 
command it. The best we can do is to recognise its possi- 
bility in the sensitive few, and to prevent its inhibition 
by too much teaching, its submersion by too much dogma, 
and its extinction by too much ritual even though it be 
the ritual of research. 

The third kind of clinical observation is what we seek 
to cultivate in clinical research. It is clinical observation 
planned to answer a carefully prepared question. The 
plan is controlled by well-known criteria: (a) that the 
question is worth answering ; (b) that it has not already 
been answered by someone else ; (c) that a plan of obser- 
vation can be designed which is likely to provide an 
answer to the question ; and (d) that the observer is the 
sort of man who will carry out the plan. This kind of 
planned observation is one of the established methods of 
clinical research, and its scientific value is judged by the 
design of the plan. Its purpose is to discover something, 
or to clarify some already existing field of knowledge. 
In clinical medicine the latter is not less important than 
the former ; for growth of knowledge is not inevitable, 
and there is, I think, such a thing as a constant growth 
of ignorance in medicine, which can be kept in check 
only by opposing to it the clarifying process of research 
into the validity of existing knowledge. 

Examples of planned clinical observation appear in 
various forms, but I choose the investigation of the 
outbreak in 1948-49 of poliomyelitis in Canadian 
Eskimoes at the Chesterfield Inlet because it shows how 
observation may on occasions rise superior to the experi- 
mental method. If Peart, Rhodes, and their colleagues 
had not taken the opportunity to plan and carry out this 
observation the circumstances might not have occurred 
again ; nor could anyone have designed an experiment 
to repeat the circumstances. Its significance lay in the 
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fact that it was an outbreak of poliomyelitis in a virgin- 
soil community, the like of which, with the advent of 
the aeroplane, we are not likely to see again. The picture 
was unique. It showed a case-incidence of paralysis of 
185 per 1000 of the population ; 1 in 20 of the population 
died ; no children under the age of four years were 
paralysed ; and the epidemic reached its height in 
February with the mean temperature at —31°F. Here 
was something unparalleled in the recorded epidemiology 
of the disease, and the success of the observations 
depended on the team of five medical men who flew from 
Toronto to the scene of the epidemic and carried their 
plans into effect. There are many other examples of 
planned clinical observation, in more obvious fields of 
inquiry such as controlled therapeutic trials and studies 
in prognosis; but the essential features of all are the 
choice of question worth answering, the definition and 
limitation of what is to be observed, the training 
and character of those who will make the observations, and 
the arrangements by which the material for observation 
is collected, or by which observers go to the material 
to make their observations. 

W. A. Lister’s planned observation of the strawberry 
naevus in 1938 will serve as a very straightforward 
example of design and accuracy. The opening words of 
his simple but near-perfect paper are worth noting : 

‘The idea of this investigation arose at a meeting of the 
dermatological section of the Royal Society of Medicine, when 
Dr. Barber . . . showed an infant who presented a very large 
number of prominent naevi. I was struck by the uncertainty 
of all those present as to the best line of treatment to be 
adopted, and as to what would happen if nothing were done ” 
(Lancet, 1938, i, 1429). 


He thereupon designed his observation—which lasted 
five years, and comprised 77 patients—by which our 
knowledge of the natural history and treatment of the 
naevus has been established. 


Planned Observation of Disease 

In describing planned observation of a disease there is 
a danger that I create for it an artificial category. This 
danger is overcome if we assume that in some cireum- 
stances the researcher may use more than one trained 
skill. He may for example be both a trained clinical 
observer and a biochemist, or a morbid anatomist ; but 
the combination rarely exists. Precise clinical observation 
of a disease, carried out to a prearranged plan, takes so 
much time and energy that the observer has little chance 
of being competent in a second technical field. 

Planned observation of a disease is simplified if the 
noxious agent and the time of the injury are known, but 
it is not the role of the clinical scientist to study the 
nature of the noxious agent. That work now properly 
devolves upon the microbiologist, the chemist, the 
physicist, and the pharmacologist. Nor is it the réle of 
the clinical scientist to be morbid anatomist or experi- 
mental pathologist, who sees disease not as the clinical 
scientist sees it. Their concepts of disease are essential 
to the progress of knowledge, and medicine could neither 
exist nor advance without them; but it falls to the 
clinical scientist to see disease as the sequence of phenom- 
ena in a living being which follows consequentially from an 
injury, and, in identifying and measuring the phenomenal 
results, to create a corpus of exact knowledge which can 
be applied in the practice of medicine. He maps the 
course of the disease by this sequence of phenomena 
subjectively interpreted by the patient and objectively 
identified by himself. His main task is to place the 
phenomena in temporal and in quantitative relationships 
with each other. This leads him to know the course of a 
disease as it may be expected commonly to occur. His 
next task is to determine the variations from that course 
and to find correlations between these variations and 
etiological factors or alternative treatments. When 
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possible he uses statistics to express these variations. He 
uses statistical estimates of variations also in designing 
the extent of his study. If the disease under study is 
one which varies little in its course, he limits his number 
of examples. If the course of the disease has many 
variations—or a wide “ lunatic fringe,’ as the clinical 
scientist may call it in his despondent mood—he takes 
this into consideration in making his estimate of the 
number of patients to be taken into his study, and then 
proceeds towards that goal. If he takes less than he needs, 
his study is deceptively incomplete. If he takes more 
than he needs, he wastes his time. In this way he plans 
his study of disease, and with one research finished he 
passes on to study another disease. In this way he comes 
to know disease as a predictable sequence of events, and 
the knowledge gained becomes the basis, the only basis, 
by which the underlying processes of disease in the living 
patient can be rationally interpreted. 

I may be setting my aim too high in describing this 
method of study, or this method of study may have less 
scientific value than I think it has; but assuming that 
it is a necessary and valuable instrument for one kind of 
clinical research I believe it to be greatly neglected. 
Apart from a few elementary observations on pulse and 
temperature, how little we know about the detailed 
course of disease. How rarely does a clinical investigator 
sit through an illness recording the observations and 
instrumental measurements for himself. How seldom 
does the young physician sit through a night recording 
the pattern of behaviour, of delirium or of sleep in a 
patient with encephalitis. How infrequently does the 
young surgeon train himself in diagnosis by sitting at the 
bedside of a man with ruptured duodenal ulcer to measure 
the fluctuation of his signs and symptoms during the 
period while the operation is prepared. If the illness be 
prolonged how rarely do we design our observations with 
a regularity of twelve-hourly or even daily intervals. 
Most of us come to the patient to observe only the 
phenomena which custom has predetermined for us, or 
we take the observations second-hand from others who 
have recorded them for us. I am conscious of this in 
confessing that I myself know very few diseases in this 
discriminating manner which satisfies my scientific 
conscience. For example, I could not, to my own 
satisfaction, describe measles, or leukzmia, or acute 
rheumatism, or primary herpetiform stomatitis, with 
their hour-to-hour or day-to-day sequence of significant 
phenomena precisely determined, measured, and 
accurately recorded. Yet this kind of knowledge is one 
of the bases on which scientific clinical medicine is built. 
It may not reveal and unfold any new natural laws, but 
the practice of rational medicine relies on it ; for, without 
the power to predict the natural course of a disease, 
advice and treatment will remain at the mercy of 
insubstantial opinions. 

My claim is that clinical science should correct the 
bias which has been imposed upon it by dominance of the 
experimental study of phenomena, and that a few young 
clinical scientists should be trained in the exact observa- 
tion and measurement of disease. If it be asked what 
value can these have, since diagnosis and treatment are 
the end-all and be-all of practical medicine, my reply 
would be that it would bring mature and trained observers 
to the bedsides of patients and that in those circum- 
stances new significant phenomena are likely to be 
discovered. Even if no new discoveries be made in this 
way, it will at least result in a contemporary knowledge 
of disease and illness, for the pattern of these, changing 
as they do in the new environments which man creates 
for himself, are not static and eternal. 

The inaccuracy and inadequacy of our recorded 
knowledge about disease and illness will become evident 
if we consult a few examples in textbooks and journals. 
Nowhere in medical literature can I find a complete 
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coherent account of the sequence of clinical events which 
follows the burnings of a man, a woman, or a child. If 
convulsions occur after burning, is their frequency 
related to the age of the patient or to the extent of the 
burn ? Is the time-incidence of the convulsion, if it does 
occur, limited to the second day of the illness ? There is 
no recorded answer to these questions. Many studies of 
isolated phenomena of burns have been successfully 
pursued, but the close relationship of one phenomenon 
with another has not been established. That this 
should be the case in a disease so easy to observe and to 
measure is an index both of our ignorance and of faulty 
observation. 

On the other hand when we hear a young clinician 
say, after examining and observing a suspected case of 
meningococeal septicemia, ‘I have been watching the 
appearance and measuring the changing outline of these 
purpuric spots over the last six hours, and from this 
evidence I know that this illness is not meningococcal 
septicemia because this illness is at its fiftieth hour, and 
the purpuric spots of meningococcal septicemia are not 
that shape at this hour of the illness ’’--when we hear 
him describing his observations in that way we know 
that he is heading in the direction of being a clinical 
scientist. But there are many hindrances to this training 
and many obstacles to that kind of clinical work, which 
I must now attempt to discuss. 


Hindrances 


This talk about scientists may build them up too 
much. No sensible young man s‘arts out to be a clinical 
scientist. By accident or opportunity he later finds 
himself heading in that direction and follows the stream ; 
or he comes under the personal influence of someone he 
likes and wishes to imitate; or he is just that sort of 
chap who must do research because he has a passion for 
getting things clear in his own mind, or for seeing how 
things tick over, and finding no other outlet or way of 
doing it he tries his hand at clinical research. He equips 
himself to become a clinical scientist and then he is 
between the physical scientists, who do not understand 
what he does, and the practitioners of medicine and 
surgery, who try to understand what he does. He seeks 
a job either as a full-time professional research-worker, 
or by combining research with some routine clinical 
practice. The latter is the more difficult path to follow, 
particularly in that clamouring kind of hospital which is 
lively with many conferences and other distractions. But 
he may order his life successfully by arranging clearly 
demarcated periods or days, in the way that Victor 
Horsley did, when he collects and systematises his 
observations. 

Hindrance to clinical research lies less in the claims%of 
other clinical responsibilities than in the prevailing 
attitude of mind towards it—the climate of opinion, as 
it is now called. This attitude of mind begins to take 
shape in medical schools, where the undergraduate thinks 
of medical research only as an affair of animal experiment 
and laboratories. (I must exclude from this generalisation 
the three, or perhaps four, alpha schools in this country 
which present a more wholesome picture of research.) 
In the teaching hospitals he is immediately engaged in 
the excitements of diagnostic medicine, and his teachers 
are those whose skill is mainly in that branch of medicine. 
He runs into the danger of confusing clinical science with 
something called ‘‘ clinical investigation,’ and of regard- 
ing scientific method as synonymous with the use of 
diagnostic machinery. These misleading impressions are 
intensified by his preparation for final examinations with 
their diagnostic exercises as “long cases’’ and “ short 
cases.” 

These impressions about the attitude towards clinical 
research are strengthened by my experience on a regional 
hospital board committee which reviews applications for 
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research grants from members of the medical staffs of the 
hospitals. The applications come almost entirely from 
members of the clinical staffs, and they fall roughly into 
four categories. The majority of applications are for the 
employment of morbid anatomists, or biochemists, or 
technicians to do some laboratory research which the 
clinicians wish to have carried out but in the techniques 
of which they themselves have had no training. The 
second category consists of requests for secretarial help in 
retrospective studies of hospital records. The third 
category is the request for diagnostic machinery. The 
smallest category is the request for the assistance of a 
clinical research-worker to enlarge and complete a piece 
of clinical research which is already under way, and which 
the applicant is conducting for himself. 

With monies now available from the universities, from 
endowment funds of hospitals, from the Government 
research councils, and from the educational trusts, the 
opportunities for clinical research are now beyond the 
dreams of what might have been considered possible 
thirty years ago. We can therefore look forward with 
great interest to the directions in which these forces will 
flow. Human nature being what it is, and human 
institutions what they are, we must expect that the 
opportunities will attract those who regard the publica- 
tion of a research paper as a kind of higher diploma which 
will increase the chance of their being promoted to a 
higher clinical post. Others will use the opportunities 
to get from these resources the extra help they need for 
their routine clinical work in hospitals. These frailties 
ean be easily humoured and helped in other ways than by 
calling them research ; but if they must be called research 
then we must find another name for the kind of work a 
man does when he devotes himself to the planned and 
patient observation of disease, which is guided by a 
substantial working hypothesis. 

Behind all these opportunities and arrangements I 
see the urgent need for a due proportion of young doctors 
who will become physicians and surgeons and family 
practitioners to be trained in this kind of work: other- 
wise we shall face the position of which E. D. Adrian 
warned us last year : 

“The pathologists and biochemists will find,’ he said, 
“that their time is taken up with measurements of uncertain 
value in which they are not specially interested and the final 
result may well be that the work is turned over to specially 
trained technical experts who are the last people to give a 
dispassionate judgment on the value of what they are doing.” 


He went on to indicate the cure for this in saying: 
“The point, surely, is that if such data are to be valuable 
there must be the right people to consider them.” 

We are now concerned with the selection, the training, 
and the working conditions of these right people. This 
brings me back to where I started. We are not likely to 
lack a sufficient number of the right people trained in the 
study of isolated clinical phenomena and their mecha- 
nisms. The influence of the schools of physiology and 
experimental pathology will continue to work in that 
direction. But I greatly fear that the very complexity 
of these phenomena is withdrawing interest from the 
planned study of their causative diseases. To that 
extent there is a growth of ignorance about these diseases. 
The tempo of events in some diseases may be so slow 
that they will be accurately observed only by a general 
practitioner, or by a family doctor over a period of many 
years; or the disease may be so uncommon, and its 
distribution so wide, that special arrangements may be 
required to gather a sufficient number of examples 
within the reach of the observers. Hospitals as we know 
them will not be the best places from which this work 
can be organised. If clinical research is to be used to get 
a full picture of disease, it must equip itself to carry the 
observations beyond the hospitals and extend the 
researches which can best be done in family practice and 


by field survey of random samples of population. The 
methodology of planned clinical observation in family 
practice and in random samples of the population will 
become a responsibility of medical schools. 

I foresee the day when medical faculties of universities 
will have three provinces of clinical training and clinical 
research. One will be in hospitals, where training and the 
research will be dependent on the facilities which remain 
after the demand for specialist forms of treatment have 
been satisfied. The second province will be a sample 
of population in their own homes which can be provided 
in family practice. The third will be in expeditions to 
communities, whether they be in a mining village, a 
Hebridean island, a Chesterfield Islet, or wherever the 
inquiry takes them. If we are not too pompous about it 
all; if we can escape the dead hand of dull conformity ; 
if we can get the freedom to make experiments in 
arranging our institutions; if we can recover the 
initiative to make the experiments—then our medical 
schools and teaching hospitals may take on this work. 
If they fail it is difficult to see how else it can be done. 


RENAL FACTORS IN THE PRODUCTION 
OF HYPERTENSION * 
CLIFFORD WILSON 
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PROFESSOR OF MEDICINE, UNIVERSITY OF LONDON ; 
OF THE MEDICAL UNIT, THE 
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Nature of the Extrarenal Factor 


Ir is tempting to speculate that the kidneys and 
adrenals form part of a homeostatic mechanism which, 
through the control of tissue electrolytes, maintains 
arteriolar tone and adapts the blood-pressure to changes 
in the internal environment. This must remain an 
imaginative concept until the specific réles of the kidney 
and adrenal in relation to normal and high blood-pressure 
have been determined. How far does the available 
evidence shed any further light on this problem ? In the 
first place, it must be emphasised that experimental 
studies have proved only that the various forms of hyper- 
tension associated with renal ischemia or total nephrec- 
tomy cannot be sustained (I use this word deliberately, 
since there may still be some doubt about the initial 
development of hypertension) in the absence of adrenal 
cortical tissue ; and further that salt and deoxycortone 
acetate can, within the time-limits of the experiments, 
provide a fairly effective substitute for the adrenal cortex 
in this respect. 

It may be argued on the one hand that the adrenal 
cortex or its substitutes merely provide the physiological 
conditions necessary for the maintenance of arteriolar 
tone, whether normal or abnormal, and that these 
conditions form an essential background for any hyper- 
tensive process, renal or extrarenal. In this case renal 
hypertension could arise from some pressor mechanism 
independent of the adrenal cortex, acting directly on the 
peripheral arterioles. This is the one alternative. On 
the other hand, renal and renoprival hypertension may 
both result from a direct dislocation of some form of 
adrenal-electrolyte control of arteriolar tone. 

If we could decide between these alternatives we should 
have taken an important step forward in understanding 
the factors responsible for renal hypertension. There 
are many observations which favour the second hypo- 
thesis of a direct connection between the kidney and the 
adrenal-electrolyte mechanism. 

Although variations of salt intake have little effect on 
the normal blood-pressure until gross disturbance of body- 


* The second Oliver-Sharpey lecture for 1953, delivered before 
the Royal College of Physicians of London on March 12. 
The first lecture appeared in last week’s issue. 
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water has been produced, there is considerable evidence, 
which I summarised in my first lecture, that experimental 
renal hypertension in animals is aggravated by addition 
of salt to the diet and can be reduced by withdrawing salt. 
Conversely, hypertension can be more readily produced 
by both salt and deoxycortone acetate if the kidneys are 
damaged or if one kidney is removed. These experiments 
suggest that there is a mutual potentiation between the 
hypertensive effects of renal damage on the one hand 
and salt and deoxycortone acetate on the other. Never- 
theless somewhat similar relationships hold for other 
pressor agents, and the facts would not be inconsistent 
with the theory that there are two unrelated mechanisms 
acting independently on the peripheral arterioles. 

In the second place there is reliable evidence that 
changes in tissue-electrolyte distribution occur in experi- 
mental renal hypertension. Eichelberger (1943) observed 
an increase in extracellular fluid of muscle tissue in dogs 
with renal hypertension. Laramore and Grollman 
(1950) found a rise in the percentage sodium content and 
a fall in potassium in the heart-muscle of hypertensive 
rats. Ledingham (unpublished work) has _ recently 
demonstrated a significantly raised extracellular fluid 
volume in heart-muscle in rats with experimental renal 
hypertension ; this is part of a generalised body increase 
—i.e., the rise in sodium and fall in potassium are 
explained by a gain in extracellular fluid. It is found 
that this gradually returns to normal over a period of 
three months despite persistence of the hypertension. 
Administration of deoxycortone acetate to normal rats 
also produces an increase in extracellular fluid. Whilst 
this evidence supports the view that the adrenal regu- 
lation of tissue electrolytes is disturbed in the early 
stages of experimental ienal hypertension, it seems 
probable that this is the result rather than the cause 
of the hypertension. 

We need in fact some direct evidence of an excess of 
adrenal pressor factor in the body when the blood- 
pressure changes from normal to hypertensive levels. 

The only evidence of this nature of which I am aware 
is derived from the experiment I mentioned in my first 
lecture which demonstrated the effect of adrenalectomy 
on renoprival hypertension in the parabiotic rat. Return- 
ing to this experiment, it will be recalled that bilateral 
adrenalectomy alone in one member of a parabiotic pair 
produces no fall in blood-pressure, but that the same 
operation reduces to the normal level the hypertension 
produced by bilateral nephrectomy. Fig. 7 represents 
these observations diagrammatically : 

1. Bilateral nephrectomy in rat B produces hypertension, 
but the blood-pressure of A remains normal. An extrarenal 
pressor factor is therefore operating in B which for some 
reason is unable to affect its partner. The most likely 
explanation is that the rate of transmission of this factro 
across the union is slower than the rate of its inactivation or 
elimination by the kidneys of A. 

2. Bilateral adrenalectomy in the nephrectomised rat B 
reduces the renoprival hypertension to normal—i.e., the extra- 
renal factor depends on the presence of adrenal-gland tissue. 
(It is notable that the blood-pressure does not fall 
below normal as occurs after the same procedure in the 
single rat.) 

3. Bilateral adrenalectomy alone in rat B produces no fall 
in blood-pressure as it does in the single rat. 


From this experiment we infer that after total adrenal- 
ectomy a parabiotic rat by virtue of its vascular union 
with a normal partner is able to maintain normal blood- 
pressure but cannot maintain renoprival hypertension. 
Hence it follows that in the hypertensive rat the adrenals 
must, in terms of pressor activity, be functioning at a 
higher level than normal, or alternatively the adrenal 
pressor factor is being produced at the normal rate but is 
accumulating in the nephrectomised rat owing to the 
absence of some renal inactivating mechanism. Grollman 
and his colleagues (1949) reported that although bilateral 
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Fig. 7—Effect of (1) nephrectomy, (2) nephrectomy and adrenalectomy, 
and (3) adrenalectomy alone on the blood-pressure of one member 
of a parabiotic pair of rats. 


nephrectomy produced hypertension in dogs whose 
survival-time was prolonged by use of the artificial kidney, 
no rise in blood-pressure occurred if under the same 
circumstances one kidney was excised and the ureter of 
the opposite kidney was transplanted into the duodenum 
or the vena cava—i.e., the presence of non-excreting 
renal tissue apparently inactivated the extrarenal 
mechanism. Assuming that the failure of blood-pressure 
to rise in this second experiment was not due to 
postoperative shock or some related cause, these 
findings support the theory that normal kidney tissue 
inactivates the adrenal factor and that after total 
nephrectomy hypertension is due to the cumulative 
effect of this factor. 

If this hypothesis is correct it is essential to find an 
explanation for the observation that hypertension can be 
produced by unilateral renal damage without disturbing 
the opposite kidney. It would be necessary to postulate 
that the production of renal ischemia in one kidney 
induced a functional change in the opposite kidney which 
prevented it from inactivating the adrenal factor. In 
my first lecture I recounted experiments which showed 
that when hypertension has been present for some time 
the opposite kidney undergoes a change which enables it 
to sustain hypertension after removal of the ischemic 
kidney. This effect is not observed in all hypertensive 
rats and could not in any case operate until hypertension 
was established. There is some evidence, however, 
that the production of acute ischemia in one kidney may 
produce an immediate vascular disturbance in the 
opposite kidney. Gordon and Flasher (1951) have 
recently observed that after one renal artery of the 
rabbit had been clamped for five to fifteen minutes, release 
of the clamp was followed by blanching of the opposite 
kidney, and this phenomenon was shown to be due to a 
non-pressor humoral factor. There is therefore some 
reason to believe that both kidneys are implicated when 
hypertension is induced by constricting one renal artery. 
More evidence on these lines is essential if renal and reno- 
prival hypertension are to be explained on the unitary 
hypothesis outlined above. 

I have so far discussed the réle of the adrenals on the 
assumption that some active principle resembling the 
salt hormone is involved. It is possible that other adrenal 
steroids may also play a part. Cortisone is known to 
produce hypertension under certain conditions. Leding- 
ham has reported experiments which show that cortisone 
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can effectively take the place of the adrenals in the main- 
tenance of renal-ischemia hypertension. He has also 
demonstrated that in adrenalectomised rats the pressor 
effects of deoxycortone acetate and cortisone have 
different time-relations but are summated when both 
substances are administered. 

We have therefore a variety of evidence which is 
consistent with the hypothesis of a direct relationship 
between the kidney and the adrenal-electrolyte mecha- 
nism in experimental renal hypertension. Lacking 
more direct proof, such as might be derived, for 
example, from estimation of cortical steroids in the 
blood, this hypothesis remains a tentative one; but I 
believe it provides a new stimulus and opportunity for 
further investigation. Much of the information has been 
obtained from experiments on rats subjected to conditions 
far removed from the physiological state. Nevertheless 
similar experiments in other animals by many investi- 
gators have shown that, although there are definite species 
differences in response, the same factors seem to be 
involved in the production of experimental hyper- 
tension. There is still some uncertainty whether this 
mechanism operates in the same manner during the 
initial development of high blood-pressure as it appears 
to act in chronic hypertension ; that again is a subject 
for future investigation. If from these experiments a 
reasonable presumption is established that renal hyper- 
tension is maintained through some action of the kidney 
on an adrenal cortical hormone, and that this in turn acts 
through the influence of tissue-electrolyte distribution on 
arteriolar tone, we have taken the first step towards an 
understanding of the physiological mechanisms involved 
in renal hypertension. 


Kidney Lesions and Hypertension 


I have already referred to the fact that of all the types 
of renal manipulation which have been used to produce 
experimental hypertension, constriction of the renal 
artery is the most effective. High blood-pressure results 
from a wide variety of structural lesions of the kidney, 
and it has been with reason assumed that the common 
operative factor is circulatory impairment analogous to 
that produced by clamping a renal artery. Since the 
normal renal blood-flow is very large—equivalent to one- 
third of the heart’s output—and since the specialised 
arterial system of the kidney is seriously affected in most 
forms of renal damage, it is no difficult matter to find an 
adequate morphological basis for renal hypertension in 
kidney disease. It was, however, of particular interest 
when it was discovered that in the rat the development 
of hypertension could itself lead to severe secondary 
arterial lesions in the kidney, and that these changes were 
associated with structural damage to the renal paren- 
chyma which closely resembled in gross and in detail 
the histological picture of malignant nephrosclerosis in 
man. Following our original observations several groups 
of other workers have confirmed these findings in both 
the rat and the rabbit (Friedman et al. 1941, Schroeder 
and Neumann 1942, Patton et al. 1943, Flasher et al. 
1951). In some of this work the interpretation of the 
histological changes has been complicated by the occur- 
rence of spontaneous renal lesions and by a failure to 
distinguish between vascular damage produced by 
clamping the kidney and acute hypertensive lesions. 
Goldblatt (1948) held the view that the lesions we 
reported were due to spontaneously occurring pyelo- 
nephritis. Apart from the fact that this condition does 
not occur in our rat colony the controlled nature of the 
experiment completely rules out this possibility. Working 
on an entirely new series of animals Floyer (1951) has 
confirmed in every detail our original observations. A 
further argument maintained by Goldblatt is that the 
lesions are not attributable to hypertension alone but 
that renal failure in some form is necessary for their 
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development. Byrom and Dodson (1948) have answered 
this criticism by demonstrating the production of renal 
arteriolar necrosis—which is the essential lesion—when 
the blood-pressure was suddenly raised by direct intra- 
arterial injection of saline. It is of interest also that 
arterial necroses commonly occur in the viscera of the 
parabiotic rat in which severe hypertension has been 
produced by total nephrectomy, but not in its partner in 
which the blood-pressure has remained normal (Leding- 
ham 1951). A certain amount of confusion has arisen 
from reports that similar lesions are found in dogs in the 
absence of hypertension following injection of renal 
extracts and in experimentally produced urzemia following 
bilateral ligature of the renal arteries. Vascular necroses 
after injections of renal extracts are most probably the 
result of an allergic reaction. In experimental uremia 
the severe tissue necroses in the heart and other viscera 
are of a different character from those produced by 
hypertension. 

That hypertension can give rise to acute arterial 
necroses in the kidney and other organs is therefore well 
substantiated. Why in the same experiment some 
animals develop these vascular lesions, whilst others 
with a similar degree and duration of hypertension do 
not, is still a mystery. Iam of the opinion that a sudden 
rise in blood-pressure to a high level will produce the 
lesions in most rats; but in animals, as in humans, we 
must recognise an individual variation in susceptibility. 

I described in my first lecture recent experiments which 
provided additional evidence for our original thesis that 
the opposite (‘‘ untouched ’’) kidney is responsible for the 
hypertension which persists after removal of the ischaemic 
kidney. Many months after this operation we observed 
acute vascular lesions in the remaining kidney and 
inferred therefore that hypertension perpetuates itself 
through the production of some change in the kidney, 
associated with these vascular lesions. This concept of 
the vicious circle was a natural corollary of the dual 
proposition that, on the one hand, renal vascular occlusion 
gives rise to hypertension, and that, on the other, hyper- 
tension leads to occlusive vascular lesions. 


Application of Experimental Results 

The principal difficulty in judging the possible clinical 
implications of all this experimental work arises from the 
impracticability of repeating these various unphysio- 
logical investigations in man. The main recent develop- 
ments in the experimental approach to human renal 
physiology concern clearance techniques; these have 
given us new and more accurate information about 
functional disturbances in kidney disease, but no fresh 
light has been thrown by them on the etiology of either 
renal or essential hypertension. Deviations from normal 
clearance appear more likely to be the consequence than 
the cause of high blood-pressure, and in any event the 
results of such tests are not appreciably altered when 
experimental hypertension is produced in animals by 
renal-artery constriction. 

Of the three aspects of experimental investigation 
which I have considered, the first, concerning the search 
for a renal pressor agent, does not appear in the present 
state of our knowledge to carry any clinical implications. 
In the second field, which has involved us in the problems 
of hormone activity, we are still probing uncertainly 
among the fundamental issues ; here is undoubtedly a 
sphere of application, but so far filled only with likely 
intangibles. I shall hope to say a little of these later. 
The most useful contribution to our understanding of the 
problems of hypertension in man has been derived from 
the third experimental topic—the anatomical studies 
which I have just described. This subject was discussed 
in detail by Sir Arthur Ellis in his Croonian lectures of 
1942. The conclusions he presented then have withstood 
the test of experience, and I shall refer to some of them 
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briefly, in order to comment on more recent work and on 
points of interpretation which merit further emphasis. 
RENAL HYPERTENSION 

I will deal first with certain problems of high blood- 
pressure in primary disease of the kidneys, in particular 
chronic nephritis and unilateral renal disease. 
Type-I Nephritis 

There are obvious morphological changes in type-I 
nephritis which would offer an ideal setting for renal- 
ischemia hypertension. In acute nephritis the diffuse 
inflammation of the glomeruli, the characteristic epithe- 
lial crescent formation of its rapidly progressive course, 
and the generalised reduction in the parenchyma in the 
more chronic cases might well reproduce an impairment 
of the circulation analogous to renal-artery constriction. 
There is, however, one course of chronic nephritis, which 
Volhard designated the ‘‘ vascular type,’’ in which an 
additional factor appears to operate. When the disease 
runs this course the patient continues for many years, 
sometimes for decades, with slight to moderate hyper- 
tension and with no impairment of renal function ; 
eventually, the blood-pressure rises steeply, often over 
the course of a few months, and becomes fixed at a high 
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Fig. 8—Chronic ischemic changes in area of kidney supplied by throm- 
bosed renal artery (haematoxylin and eosin. 83). 


level with the subsequent development in many instances 
of the malignant termination, characterised by papill- 
edema, encephalopathy, cardiac asthma, and renal 
failure. There is no clinical evidence of recurrence or 
reactivation of the nephritis to account for this change 
in the course of the disease, and the histological picture 
at various stages of the hypertensive transformation 
shows no vestige of a renewed activity of the glomerulo- 
nephritis ; in its place we see wedge-shaped areas of 
renal atrophy, with glomerular, interstitial, and vascular 
lesions closely resembling those produced by hypertension 
in the experimental animal. Corresponding to the later 
and more rapid clinical progression, vascular damage 
becomes more pronounced, and acute necrotising changes 
in arterioles and glomeruli are superimposed on chronic 
organised lesions. There is a very strong presumption 
that secondary hypertensive lesions in the kidneys are 
responsible for this transformation and that the vicious 
circle, operating slowly at first and then with increasing 
tempo, plays a decisive réle in the natural history of this 
common form of Bright’s disease. 
Type-II Nephritis 

In chronic type-0 nephritis the clinical and anatomical 
features suggest a different sequence. There are many 
patients, chiefly women and children, in whom this 
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Fig. 9—Endarteritis and glomerular necrosis in section from lower pole 
of same kidney (haematoxylin and eosin. x 83). 


disease runs a long course with no considerable degree 
of high blood-pressure. But the commonly observed 
duration of the disease, in men particularly, is from three 
to six years; and inits later phases, at least, hypertension 
is prominent. A malignant termination is observed in 
more than half the cases. Hypertensive vascular lesions, 
acute or chronic, are inconspicuous in the kidneys, but 
the anatomical changes in the glomeruli (and they are 
the most constant and easily recognisable in the whole 
of Bright’s disease) indicate an insidious disorganisation 
of the capillaries. The progressive, relatively rapid, 
course of this disorder and its prominent hypertensive 
features could well be attributed to the circulatory 
restriction produced by its characteristic glomerular 
lesion. 
Unilateral Renal Disease 

The discovery that in the rat sustained hypertension 
could be readily induced by constriction of one renal 
artery had an obvious relevance to the recognised 
association of high blood-pressure with unilateral renal 
disease in man. The further observation that removal 
of the ischemic kidney more often than not failed to 
abolish the hypertension has also a parallel in the human 
disease. It is now generally appreciated that only in 
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Fig. 10—Necrosis of afferent arteriole in section from opposite kidney 
(hematoxylin and eosin. ~ 143). 
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exceptional cases will unilateral nephrectomy reduce the 
blood-pressure completely and permanently to normal. 

Whether this persistence of hypertension in man after 
unilateral nephrectomy can in some cases be attributed 
to secondary hypertensive changes in the opposite kidney 
cannot be proved, but there is no doubt that such lesions 
commonly occur. The combination of one contracted 
kidney with a large opposite kidney, which shows on 
microscopic examination the picture of malignant 
nephrosclerosis, is now familiar to most morbid 
anatomists. I have recently encountered such a case 
of unusual interest. 


The patient presented with the clinical features of malignant 
hypertension, and there was a past history of an attack of 
hematuria. 

Post-mortem examination revealed a remarkable picture. 
A main renal artery on the right side was occluded by an 
organised thrombus, and the major portion of the kidney was 
flabby and congested. The lower pole, however, showed on 
section an entirely different appearance, which was similar 
to that of the opposite kidney. Histologically the upper part 
of the right kidney showed slight ischemic scarring such as 
may be seen in the clamped kidney of the hypertensive rat 
(fig. 8). The lower pole of this kidney and the whole of the 
opposite kidney, on the other hand, showed gross changes of 
malignant hypertension with endarteritis, arteriolar necroses, 
and acute and chronic hypertensive lesions in the glomeruli 
(figs. 9 and 10). 


This case provides plain and convincing anatomical 
evidence that the hypertensive changes followed the 
production of a renal ischemic lesion in one kidney. The 
remarkable similarity between the sequence of events, 
both anatomical and functional, in such instances and 
in the rat with induced hypertension provides an accept- 
able assurance of the validity of our experimental 
method. A number of papers have recently appeared 
claiming that the incidence of hypertension in patients 
with unilateral renal disease is no greater than in the 
general population. This may well be, but it does not 
alter the fact that severe hypertension, sometimes with 
malignant features, is occasionally encountered in patients 
with a single contracted kidney; nor should such 
statistical generalisations be accepted as an argument 
against nephrectomy, since this may be a life-saving 
measure. The lesion in such cases is commonly a develop- 
mental anomaly complicated by chronic pyelonephritis. 


ESSENTIAL HYPERTENSION 
Malignant Essential Hypertension 

The observation by Wilson and Byrom (1939) that, 
in the rat, the histological changes of malignant nephro- 
sclerosis appeared in the untouched kidney, but were 
absent from the clamped kidney, provided experimental 
evidence for accepting the *‘ malignant hypertension ’”’ of 
Volhard as a form of essential hypertension rather than 
as a variety of chronic nephritis. It established the fact 
that nephrosclerosis was a sequel of the hypertension and 
not its cause, and demonstrated the ischemic basis of 
this typically inflammatory renal lesion. It explained 
the severe and progressive course of malignant hyper- 
tension and the confusing similarity, both clinical and 
histological, of the various forms of hypertensive Bright’s 
disease in their late stages. 

Although the vascular lesions of nephrosclerosis are 
not the primary cause of the hypertension they may 
perpetuate and aggravate it by progressively increasing 
the renal ischemia. We nowadays see patients with this 
disease in its earlier stages, during the period of develop- 
ment of the malignant features. From observations we 
have recently made on the clinical course, and from renal 
biopsy studies in patients submitted to sympathectomy, 
it is apparent that at its onset malignant hypertension 
is often an intermittent disorder. Phases of increased 
blood-pressure may produce papilledema or encephalo- 
pathy which subside during quiescent periods. Histo- 
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logically, active and healed stages of the vascular lesion 
are found corresponding to the clinical phases. Eventually 
the condition becomes fixed, papilledema fails to regress, 
and the disease advances with increasing speed. It 
might be argued that the primary cause of the increased 
peripheral resistance in malignant hypertension is at 
first phasic, then continuous, with a terminal rise in 
activity ; but the natural history is more aptly accounted 
for by the vicious circle based on perpetuation and 
aggravation of the hypertension by secondary hyper- 
tensive vascular lesions. 

The natural progress of the various types of hyper- 
tensive Bright’s disease to a malignant termination 
illustrates the desirability of attempting to break the 
vicious circle in the early stages before serious and 
irreversible changes develop in the heart, brain, or 
kidneys. The observed fact that reduction of blood- 
pressure by sympathectomy, hexamethonium drugs, or 
non-specific operations—even though this reduction is 
only partial—can retard the progress of the disease is 
an added argument for the existence of the vicious circle ; 
for these measures do not act on the fundamental cause 
of the high blood-pressure but only modify the course 
of the disorder by a non-specific effect on the level of the 
hypertension and thereby on its consequences. 

It is now generally recognised that the clinical mani- 
festations of malignant hypertension, of which papill- 
edema is the certain diagnostic sign, may occur as a 
sequel to benign hypertension, to the various forms of 
renal hypertension, and occasionally to other rare forms 
of hypertension of endocrine origin—e.g., pheochromo- 
cytoma and Cushing’s syndrome. The term ‘“ malignant 
hypertension’’ is used by some writers to indicate the 
clinical syndrome, and by others in the original connota- 
tion used by Volhard to denote the malignant form of 
essential hypertension in contrast to benign hypertension. 
This dual usage is unfortunate since it tends to obscure 
again the issue which experimental work has clarified. 
It is at the present time particularly unhappy since there 
is still a lingering prejudice that essential hypertension, 
whether benign or malignant, may be due to organic 
renal arteriolar disease. Confusion will be avoided if in 
patients with the picture of malignant hypertension we 
search diligently for the primary cause—whether it be 
chronic nephritis, unilateral renal disease, adrenal 
tumour, or essential hypertension ; and if, having found 
the cause, which is not difficult in the great majority 
of patients, we use the appropriate diagnostic term. To 
designate a case of pyelonephritis as malignant hyper- 
tension is no less inappropriate than to attach the 
diagnostic label ‘‘ nephrotic syndrome’’ to the disease 
we now recognise as diabetic glomerulosclerosis. I empha- 
sise this point since confusion in terminology has been 
the bane of Bright’s disease and is largely responsible 
for the attitude of defeatism which often prevents our 
recognising Obvious disorders of function and sometimes 
deprives the patient of urgent and effective treatment. 

If, then, malignant hypertension may develop in any 
patient with high blood-pressure, what is the fundamental 
difference in mechanism from the more common benign 
form, and does the kidney play any réle in its develop- 
ment? I am sure it is now clearly understood that 
although the acute destructive vascular lesions which are 
diagnostic of malignant hypertension may accentuate 
the disorder they cannot play any part in its origin. 
There is so far no evidence of any anatomical basis for 
the change from the benign to the malignant type. 
Nevertheless the attitude that the difference is purely 
a matter of degree or severity is unsatisfying. Very high 
levels of blood-pressure may long persist in experimental 
animals and in man with no sign of the malignant 
features which similar levels rapidly produce in other 
individuals; and yet, as Volhard pointed out, the 
Umschlag, or malignant transition, may eventually occur 
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Fig. |!1—Hypertension without cerebral symptoms. Blood-pressure 


Fig. 12—Two months later, photograph fifteen minutes after onset of 
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Figs. 11, 12, and 13 (by courtesy ‘of Dr. F. B. Byrom)—Consecutive photographs of dorsal surface of right parietal lobe of living rat as seen through 
a‘ Perspex’ window ( x 25). Branches of the middle cerebral artery enter the field from below (marked with arrows). 
by removal of right kidney and constriction of left renal artery. 








195 mm. Hg. The vessels show the same appearance as in the normo- 
tensive rat. 


generalised convulsions. Blood-pressure 223 mm. Hg. Intense spasm 
of branches of middle cerebral artery. The clip was now removed 
from the renal artery. 


after a decade or more of the benign course. From a 
combined study of the clinical and histological mani- 
festations of the syndrome I think there is some intimation 
of a possible difference in ztiology between the early 
or fulminating syndrome of malignant hypertension and 
the delayed or chronic type. The best approach to this 
problem is by comparison of the incidence of the malig- 
nant termination in renal and in essential hypertension. 
Kimmelstiel and Wilson (1936) studied the clinical and 
histological features in 250 consecutive cases of essential 
hypertension submitted to post-mortem examination. 
4% of the series were clinically and _ histologically 
diagnosed as malignant essential hypertension, and less 
than 1% were of the transitional type representing a 
malignant termination to a long-standing benign hyper- 
tension. In renal hypertension, on the other hand, the 
incidence of the malignant syndrome is quite different, 
as the following figures show : 


. Mali 
Total falignant 
hypertension 
cases 
syndrome 
Type-1 nephritis rapidly progressive 13 4 
Type-1 nephritis slowly progressive 65 32 
Type-11 nephritis ~ is co Gt 26 
119 62 


Hypertension induced 






Fig. 13—Two months after abolition of hypertension by removal of 
clip. Blood-pressure 130 mm. Hg ; animal in normal health. Vessels 
appear normal. 





Fig. 14 (by courtesy of Dr. F. B. Byrom)—Brain from rat with hyper- 
tensive encephalopathy, photographed thirty minutes after injection 
of trypan-blue, showing scattered focal staining in cerebral cortex. 


In this series of cases of chronic nephritis studied in the 
renal clinic at the London Hospital there were 78 cases 
of progressive type-I nephritis (confirmed histologically) 
and 41 of progressive type-11 nephritis. 36 in the first 
group and 26 in the second developed the malignant 
hypertensive termination—i.e., an incidence of over 
50% in the whole series. This is of the same order as 
the incidence of malignant nephrosclerosis in rats with 
experimental renal hypertension. It is apparent that 
in organic renal disease the malignant termination is a 
fairly general hazard and is presumably related to the 
steadily increasing severity of the hypertension, associated 
with progressive renal damage; a similar explanation 
may possibly apply to the small transitional group in 
which a malignant termination is superimposed on a 
long-standing benign course, for the kidneys in these 
patients show severe ischemic scarring. But such a 
background of organic renal disease plays no part in 
the usual development of the malignant type of essential 
hypertension. Whilst some of these patients are known 
to have had benign hypertension for a considerable 
period, in others it is certain that the high blood-pressure 
is of recent origin; moreover histologically, chronic 
ischemic changes in the kidney may be inconspicuous or 
even absent. I do not think we can escape the con- 
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clusion that there is some special disorder of function 
in those patients with essential hypertension who develop 
the malignant termination early in the disease. This 
may be in the nature of an abnormally intense response 
of the arterioles to the pressor mechanism or an excessive 
activity of the pressor mechanism itself; there is at 
present no evidence that the kidney plays a primary 
role in this fundamental disorder. 
Hypertensive Encephalopathy 

I cannot leave this subject without brief comment on 
hypertensive encephalopathy. This symptom-complex 
of disorientation, convulsions, amaurosis, and coma oceurs 
in acute nephritis, in eclampsia, and in any form of 
chronic Bright’s disease complicated by the syndrome 
of malignant hypertension. From a study of ence- 
phalopathy in acute nephritis, Volhard recognised that 
renal failure played no part in its development, and for 
this reason applied to it the term pseudo-uremia. The 
experimental verification of this conclusion was apparent 
when in rats with hypertension due to unilateral renal- 
artery constriction we observed the typical syndrome 
of hypertensive encephalopathy and noted its prompt 
relief when the hypertension was abolished by excision 
of the ischemic kidney. Encephalopathy in man, in 
either acute or chronic hypertensive states, can be 
similarly relieved by measures which lower the blood- 
pressure. There has been some difference of opinion 
whether this complication is a result of excessive cerebral 
vasoconstriction or of cerebral cedema. Hypertensive 
encephalopathy occurred in 11 of our series of acute 
nephritis (a 6°% incidence). In 6 of these patients the 
cerebrospinal-fluid pressure was measured, and in 4 it 
yas normal. Furthermore a rise in blood-pressure is 
occasionally observed just before an attack—an observa- 
tion which favours vascular spasm. Dr. F. B. Byrom 
has recently carried out some fundamental, and I believe 
decisive, investigations on the underlying mechanism. 
By the introduction of transparent windows into the 
skull of the rat he has obtained many photographs of 
the superficial cerebral arteries before and during attacks 
of encephalopathy. He has kindly sent me an account 
of this as yet unpublisbed work, and serial photographs 
(figs. 11-13) which demonstrate convincingly the occur- 
rence of cerebral arterial spasm. This phenomenon was 
observed in 57 out of 65 rats with hypertensive ence- 
phalopathy. In rats with severe hypertension but no 
cerebral symptoms (148 observations on 88 animals) 
no spasm was recorded. Very occasionally localised 
ballooning of larger arteries occurred during the attack. 
These experiments are not yet completed, since it is 
essential to exclude the possibility that some of the 
changes observed may be artefacts related to the presence 
of a cranial window in an animal with an expanding 
brain and irritable hypertensive arteries. Nevertheless 
Byrom draws two firm conclusions : first, that the view 
that the cerebral arteries are too thin-walled to be capable 
of spasm is no longer tenable, at least as far as the hyper- 
tensive rat is concerned; and, secondly, that the 
irritability of the cerebral arteries is remarkably increased 
in encephalopathy. Organic lesions in the brain were 
not a necessary accompaniment of encephalopathy and 
were absent in half the cases; nevertheless arteriolar 
necroses were frequently found, and it may be that 
these resulted from excessive vascular spasm or from a 
resulting paralytic dilatation. General cerebral oedema 
was a late development, but vital staining with trypan- 
blue showed local areas of increased capillary permea- 
bility and edema in the cerebral cortex (fig. 14). 
Hypertensive encephalopathy in the rat is reversible to 
a remarkable degree. If the hypertension is abolished 
by removing the clip from the renal artery the symptoms 
are promptly relieved, the spasm relaxes, and the 
cerebral cedema is quickly dispersed. Whilst I am not 
suggesting that any specific renal factor is involved in 
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the production of hypertensive encephalopathy, I think 
Byrom’s observations provide another striking example 
of the similarity of hypertensive behaviour in the rat 
and in man. 


Benign Hypertension 

In this, the common form of essential hypertension, 
as Clifford Allbutt discovered by clinical observation 
over fifty years ago, involvement of the kidney, in so 
far as the patient is concerned, is of no great significance. 
There is no evidence that structural changes in the 
arteries or arterioles play any part in the genesis of the 
hypertension ; nor in the great majority of cases do 
such changes influence the course of the disease. It 
may be that functional vasoconstriction, stimulated by 
some extrarenal factor, provides a renal mechanism for 
the hypertension, but again there is no evidence for this 
hypothesis. Returning to our second topic of experi- 
mental investigation, the possibility that the adrenal 
cortex plays a réle in renal hypertension at once raises 
the question of a similar participation in essential 
hypertension. Elevation of the blood-pressure in 
Cushing’s syndrome, which closely resembles essential 
hypertension and may develop the malignant termina- 
tion, is apparently the result of adrenal cortical over- 
activity. Low blood-pressure is a diagnostic feature of 
adrenal cortical failure in Addison’s disease, and sub- 
stitution therapy by deoxycortone acetate occasionally 
leads to hypertension in the course of treatment. Salt 
restriction is undoubtedly effective in lowering the 
blood-pressure in some cases of essential hypertension. 
These are the intimations, promising yet intangible, to 
which I have previously referred. They may yet lead us 
to the discovery of a common metabolic process underly- 
ing most, if not all, forms of hypertension. If there 
is such a final common pathway I believe it may lead 
us also to the method of regulation of the normal 
blood-pressure. 


1 am greatly indebted to my colleagues, first Dr. F. B. 
Byrom and later Dr. J. M. Ledingham and Dr. M. A. Floyer, 
who have made a large contribution, both practical and critical, 
to these studies. Fig. 5 is taken from an article by Dr. 
Ledingham in Clinical Science (1951, 10, 423), and fig. 6 from 
an article by myself in the British Medical Bulletin (1952, 8, 
316); and I am grateful to the editors of these journals for 
permission to reproduce the figures. 
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BRONCHITIS, especially chronic bronchitis, has been an 
exceedingly popular diagnosis in the British Isles ever 
since the term was introduced to medical literature by 
Badham (1808). During the past century improved 
methods of investigation have enabled clinicians to place 
many patients having cough, sputum, and breathlessness 
as their predominant symptoms into other diagnostic 
categories, but there remain many for whom no more 
appropriate diagnosis than chronic bronchitis is forth- 
coming. 

With a view to establishing some basic facts concerning 
this rather heterogeneous group, a questionnaire has 
been completed upon 1000 adult bronchitic patients 
during the period January, 1951 to January, 1953. The 
great majority were seen in a special bronchitis clinic 
held weekly at the Brompton Hospital for this purpose. 
The others were seen at St. Bartholomew’s, and a few 
in private practice. There was no selection except that 
the Brompton patients included 362 civil servants who 
had had repeated spells of sickness recorded as ‘* bron- 
chitis ’’ and were referred by the Treasury medical depart- 
ment for an opinion. The questionnaire was completed 
at the Brompton by one of us or the Treasury medical 
officer, and at St. Bartholomew’s by one of us or his 
chief assistant. All were checked by at least one of us. 
The forms were designed so that they could be completed 
at a single visit to an outpatient clinic, about half an hour 
being taken for each patient. 
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Only patients aged 20 or more at the time of interview 
were included. All had chronic bronchitis in the sense 
in which the term is usually applied—i.e., they had a 
disease which appeared to be predominantly affecting 
their bronchi and having cough, sputum, and breathless- 
ness as its outstanding symptoms, without evidence of 
any Other important primary or precipitating disease of 
the respiratory or cardiovascular system or other part 
of the body. They all had some degree of disability 
from either breathlessness or infection or both, and the 
symptoms had persisted, not necessarily continuously, 
for at least a year. Each of the 1000 patients underwent 
physical and radiological examination. Some difficulty 
was experienced in determining the common usage of 
the term ‘‘ chronic bronchitis ’’ as opposed to ‘‘ asthma.”’ 
Asthma was taken to mean periodic attacks of breath- 
lessness with a feeling of tightness in the chest and 
difficult expiration. No stch patients were included 
unless they gave a clear history of bronchitis before 
the onset of such attacks. 

The age-distribution of the 1000 patients shown in 
table I may be taken as fairly representing that at which 
this type of patient seeks advice from hospitals in London. 





rABLE I DISTRIBUTION BY AGE AND SEX OF 1000 PATIENTS 
WITH CHRONIC BRONCHITIS 

Age (yr.) Males Females 
20-29 22 
30—39 34 
40-49 53 
50-59 47 
60-69 21 
70 or more 3 

Total eve 820 180 


The highest incidence is in the sixth decade, a time at 
which breathlessness often tends to become troublesome. 

No firm conclusions can be drawn about the distribu- 
tion by sex. Males predominate in a ratio of 4-6 to 1; 
but, even if the civil servants, of whom 331 out of 362 
were males, are excluded, the ratio of men to women 
is still 3-3 to 1. The significance of these figures is 
doubtful, sinte many women were excluded because 
they had asthma rather than bronchitis; also men 
probably seek advice from hospital earlier than women, 
especially if they are losing time from work. 
can often adjust their lives, in respect of work and 
exposure to adverse climatic conditions, sufficiently to 
enable them to do their work without undue breathless- 
ness or distress, whereas men cannot avoid unfavourable 
weather and adverse factors at work. 

In addition to the 1000 bronchitic patients, relevant 
parts of the questionnaire were completed upon 300 
controls of similar age, sex, and social status. The 
controls were derived from a medical outpatient clinic 
and from the general surgical wards at St. Bartholomew’s, 
care being taken to exclude patients who had any 
pulmonary disease ; the forms were completed by one 
of us and his chief assistant. 

The analysis fell into two parts : 


Housewives 


(1) A comparison between 300 patients with chronic 
bronchitis and 300 comparable controls in relation to family 
history, respiratory disorders of childhood, allergic diseases, 
colds in the head, smoking habits, and blood-pressure. 

(2) A review of 1000 patients with chronic bronchitis for 
age and mode of onset, age of onset of breathlessness, degree 
of breathlessness, character of sputum, clinical severity, 
radiological findings, effect of climate, occupation, and living 
conditions. 

Patients Compared with Controls 
Age-distribution 

Table u shows the distribution by age and sex of 300 
controls. The relatively large numbers in the younger 
age-groups, compared with the 1000 patients (table 1), 
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TABLE II—DISTRIBUTION BY AGE AND SEX OF 300 CONTROLS 


Age (yr.) Males Females 
20-29 23 1 
30-39 sé 52 3 
40-49 .. - 80 12 
50-59 71 12 
60-69 31 6 
70 or more 7 2 

Total 264 36 


300 of the 1000 patients with chronic bronchitis of similar age and 
sex are compared with these. 


is due to the difficulty of finding older men and women free 
enough from respiratory symptoms to act as controls. 


History of Bronchitis in Relations 

Relations being defined as fathers, mothers, brothers, 
half-brothers, sisters, half-sisters, sons, or daughters, 
the 300 patients had 2248 relations, of whom 256 
(11-4%) had chronic bronchitis, whereas of 2137 relations 
of controls only 82 (3-8%) had chronic bronchitis. This 
difference is statistically significant and is of the order 
to be expected from clinical impressions, but possibly 
bronchitic patients are more likely to remember bron- 
chitis in relations than are other people ; therefore some 
allowance should be made for this. The 1000 patients 
had 7786 relations, of whom 803 (10-3°%) had bronchitis ; 
this figure may be regarded as reasonably accurate for 
the hospital class of patient in London. 

Among the relations of the 300 patients, 677 had 
died, and in 90 (13-3) of these bronchitis was considered 
to be at least a contributory cause of death ; the figures 
for controls were 644 deaths, to which bronchitis at 
least contributed in 24 (3-7%). The significance of these 
figures depends on the validity of history-taking ; cer- 
tainly the great apprehension of many bronchitic patients 
about the outcome of their disease was impressive. 
Bronchitis leads to complications in the lungs and heart 
and, though it may often not progress very far, it is 
associated with death in a high proportion of the near 
relations of patients who have it. 

A history of allergic disorders was sought among the 
relations. Of the 2248 relations of patients 57 (2-5%) 
had asthma, 8 (0:-4%) hay-fever, and 11 (0-5°%) eczema. 
The corresponding figures for 2137 relations of controls 


TABLE III-——TIME LOST FROM SCHOOL AS A RESULT OF RES- 
PIRATORY INFECTIONS IN 300 PATIENTS WITH CHRONIC 
BRONCHITIS AND CONTROLS AT OR BEFORE THE AGE OF 12 


Bronchitic 


Time lost Controls 


patients 
Nil + os .s o* .- | 221 (73-7%) | 281 (93-7%) 
Occasional week _ es 46 (15:3%) | 16 (5:3%) 
Habitual absentees T as 9 19 (6-3%) 2 (0-7%) 
Total absence of more than 1 year 14 (4:7%) | 1 (0-3%) 
Total 300 300 


were 31 (1:5%) with asthma, 9 (0-49) with hay-fever, 
and 6 (0-394) with eezema. No reliable figures could be 
obtained for migraine or for urticaria. 


Childhood Illnesses 

Table m1 shows that chronic or recurring respiratory 
infections were much commoner in patients than in 
controls. The greater differences are seen in the longer 
absences from school, but even absences of an occasional 
week were greater in patients than in controls. By 
contrast, 737% of the patients lost no appreciable 
amount of time from school through respiratory infec- 
tions. 

Bronchitis and pneumonia were by far the commonest 
serious respiratory infections in childhood in those who 
subsequently developed bronchitis, and occurred much 
more often than in the controls. Of the patients 67 








(22-39%) gave a history of bronchitis in childhood and 
43 (14:3%) of pneumonia. The corresponding figures 
for controls were 7 (2-3°%) and 18 (6-0%). 
Relationship of Colds in the Head to Bronchitis 

The annual mean number of colds among the patients 
was 2-6 and among the controls 1-6. Table 1v shows the 
frequency with which colds ‘‘ went down to the chest.” 
Very few of the patients did not have colds in the head, 
and 90% of them stated that they ‘‘ went down to the 
chest.’’ Colds ‘‘ went down to the chest’’ in 27% of 
the controls but did not produce any real disability. 


Occupational Factors 

The predominant occupation of each patient and 
control at ages 15-25, 25-35, and more than 35 was noted. 
Table v shows the occupation by the Minister of Labour’s 
code at the ages 15-25 for the 300 patients and 
controls, the distribution being similar in each case 
except for a slight preponderance of clerical workers in 
the controls. The proportions in the five standard 
grades remained similar for patients and controls in each 


of the three age-groups noted. Both patients and 
TABLE IV—FREQUENCY WITH WHICH COLDS ‘“ WENT DOWN 
TO THE CHEST” IN 300 CHRONIC BRONCHITICS AND 300 
CONTROLS 
Bronchitic 
patients Controls 
No colds ee ee 11 34 
Colds do not go to chest 19 186 
Colds do go to chest 270 80 
Total 300 300 


controls aged 15-25 were equally distributed between 
light and heavy work, and between indoor and outdoor 


occupations. At ages over 35 almost three times 
as many were doing light as were doing heavy 


work, and the same proportion were working indoors, 
but there was no significant difference in either case 
between the patients and the controls. This might at 
first sight appear anomalous, in view of the disabling 
symptoms of chronic bronchitis, but is explained partly 
by the fact that half the patients were normally employed 
in light work, largely clerical, which they were able to 
manage provided they were fit for a measure of employ- 
ment. For the rest, the difficulties of learning a new 
trade after the age of 35 are well known, and there was 
a natural tendency for the unskilled and semi-skilled 
to become skilled, thus lightening the amount of heavy 
work which might otherwise have been beyond their 
physical capacity. 

Blood-pressure 

The mean blood-pressures of the patients and controls 
did not differ significantly. The mean systolic blood- 
pressure of the patients was 148-4 mm. Hg and of the 
controls 142-8 mm. Hg; the corresponding figures for 
diastolic pressure were 88-3 and 84-1 mm. Hg. 

If 160 mm. Hg is regarded as the upper limit of normal 
for systolic pressure and 90 mm. Hg for diastolic, one 
or other or both of these figures were exceeded by 82 
(27%) of the patients and 60 (20%) of the controls. 
The difference between the proportions with hypertension 
in the bronchitic and control groups is not significant. 


Clinical Features of 1000 Patients with Chronic 
Bronchitis 

Age of Onset of Bronchitis 

Table vi shows a clear pattern for the age of onset 
of bronchitis. First there are the catarrhal children who 
do not throw off their respiratory infections. In the 
second decade fewer patients develop symptoms. After 
the age of 20 there is a rapid increase in the numbers 
developing bronchitis; the numbers remain steady 
between about 30 and 60, and then decline. 
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TABLE V—OCCUPATION BY MINISTER OF LABOUR’S CODE TOR 
300 BRONCHITICS AND CONTROLS AGED 15-25 


Cc tonal nada Bronchitic ‘ ae 
Occupational code patients Controls 


I (Professional, executive) .. 7 
II (Intermediate) ae xs a 11 9 
III (Skilled, clerical) .. < eae 171 201 
IV (Semi-skilled) = oa Seal 92 56 
Vv (Unskilled) .. ae oad oo 12 9 
Student ae wie és a 3 12 
Housewife me ee a St 3 3 
Unemployed 1 2 
Total on ew hs he 300 300 


Mode of Onset of Bronchitis 

The mode of onset of bronchitis was considered to be 

insidious in 524 and acute in 476. Patients having an 
insidious onset said that they gradually became “‘ chesty ”’ 
over months and sometimes years. There was usually 
an initial period in which colds in the head were followed 
by expectoration which lasted a few days and caused no 
inconvenience. Sooner or later the bronchial infection 
was accompanied by a constitutional upset, after which 
the symptoms of infection or breathlessness persisted. 
-atients having an acute onsef$ considered that the 
precipitating pulmonary infection was acute bronchitis 
in 342, pneumonia in 118, whooping-cough in 13, and 
measles in 3. Associated causes at the time of onset 
included coryza 149, influenza 72, gassing in the 1914-18 
war 27, surgical operations 13, pleurisy 7, sinusitis 6, 
mental shock 6, and childbirth 3. 

There is no sharp division between these two groups, 
but nearly all the patients felt that their symptoms had 
either developed gradually over many months or years 
or else had appeared suddenly after an acute respiratory 
infection. Indeed many in the acute group thought that 
a single respiratory infection suddenly converted them 
from healthy beings into respiratory invalids, and this 
was particularly so in the elderly. 

Characters of Sputum 

Table vir shows the obvious increase in the quantity 

of sputum in the winter and during exacerbations of 


TABLE VI—AGE OF ONSET OF BRONCHITIS IN 1000 PATIENTS 
WITH CHRONIC BRONCHITIS BY DECADES AND SEX 





Total 


Age (yr.) Males Females 
0-9 74 37 | 111 
10-19 50 16 66 
20-29 128 41 169 
30-39 157 33 190 
40-49 169 32 201 
50-59 194 19 213 
60-69 44 2 46 
70 or more 4 4 
Total 82 180 1000 


bronchitis. Some patients did not ordinarily expectorate 
at all; some stated that they swallowed any excess of 
bronchial secretions ; others, who would be regarded as 
having chronic bronchitis in a loose terminology, perhaps 
would have been classified more correctly as having 
** pure’? emphysema. 

Inquiries into the colour of sputum were made in an 
attempt to differentiate between mucus and pus. The 
reliability of this method has been tested in another 
context and has been found to be accurate in more than 
90% of cases. The figures demonstrate strikingly that 
in chronic bronchitis there is usually a mucoid sputum. 
Grey-white sputum was present in the majority both in 
summer and in winter ; in about half of these it remained 
mucoid during exacerbations. A minority of patients, 
about a third, had mainly purulent sputum; 147 had 
purulent sputum all the year round and during exacerba- 
tions. 

The viscosity of the sputum was described as loose 
and sticky with equal frequency. 
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The figures for the time taken to clear the chest on waking 
are included because of their very great importance to 
the patients concerned. No less than 367 patients, 
indulged in that unpleasant ritual which causes at least 
a quarter of an hour’s distress to themselves and to the 
other members of their households ; in 222 the procedure 
extended into the summer months. 

There was a history of hemoptysis in 172 patients ; 
135 males and 37 females ; it rarely amounted to more 
than blood-streaked sputum. This notoriously misleading 
symptom is very difficult to assess, and undoubtedly at 
times the blood came from sites other than the bronchi. 
Perhaps the safest plan is to accept the figure at its 
face value and to remember that, although chronic 
bronchitis is a recognised cause of hemoptysis, there 
will always be some patients in whom the cause of a 
hemoptysis is never discovered. 


CHARACTERS OF SPUTUM IN 1000 PATIENTS WITH 
CHRONIC BRONCHITIS 


TABLE VII 


During 





’ a er W ac. exacerba- 
summ 1 tions 
Quantity None 306 60 | 41 
Up to 1 oz. 351 328 | 96 
More than 1 oz. 343 612 863 
Colour Grey-white 547 669 350 
Yellow-green 147 271 609 
Viscosity Loose 367 47( 
Sticky 327 47( 
Time taken to clear 0-15 min. 428 448 
chest on waking 16-60 min. 222 367 
More than 1 hr. 44 125 


Breathlessness 

An attempt was made to differentiate between 
bronchospasm and constant breathlessness. Broncho- 
spasm was regarded as a state of wheeziness in which 
the smaller air passages were apparently narrowed and 
unduly sensitive to changes in temperature, atmospheric 
impurities, and exacerbations of infection. Constant 
breathlessness meant abnormal breathlessness on exertion 
all the year yound compared with healthy persons of 
the same age. Naturally, many patients had both types 
of breathlessness. 

Some 123 patients stated that they had no breathless- 
ness; these were largely in the younger age-groups, 
being 25% of those aged less than 50 and only 6% of 
those aged 50 or more. Table vit shows that 70-6% 
were considered to have bronchospasm and 52:1% 
constant breathlessness at the interview. No patient 
aged less than 20 was included in the series, and (see 
table v1) 346 patients stated that their bronchitis began 
at some time in the first three decades of life. Table vim 
shows that 92 (26-6°%) of these had proceeded to broncho- 
spasm during these decades and 66 (19-1%) to constant 
breathlessness. These figures are far below the mean 
for the whole series and indicate that breathlessness is 
largely a symptom of middle or later life. Many of the 


TABLE VIII—AGE OF ONSET OF BRONCHOSPASM AND OF 
CONSTANT BREATHLESSNESS IN 1000 PATIENTS WITH CHRONIC 
BRONCHITIS 


Onset of 


Onset of constant 


Age-group 


(yr.) bronchospasm breathlessness 
0-9 | 19 19 
10-19 | 16 10 
20-29 57 37 
30-39 121 71 
40-49 183 140 
0-59 230 170 
60-69 .. 76 65 
70 or more a 4 9 
None .. a 294 479 
Total 1000 1000 
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younger patients did not complain of breathlessness, 
their symptoms being largely attributable to infection. 

The differentiation between bronchospasm and constant 
breathlessness may seem to be unjustifiable and is 
defended on clinical grounds alone. There is no doubt 
that the bronchi of most of the patients were abnormally 
sensitive to infections and changes in atmospheric con- 
ditions, and that a feeling of constriction was readily 
produced in such circumstances. From the standpoint 
of treatment, especially prophylaxis, this symptom had 
to be carefully assessed. By contrast, and often in 
addition, many patients seemed to have reached a state 
of constant breathlessness, presumably from a com- 
bination of mucosal oedema, chronic inflammation, 
bronchial secretions, and emphysema, but no attempt 
was made to assess how much of this could be attributed 
to emphysema. 


Clinical Assessment of Severity 
A rough clinical assessment of disability 
in each case. 


was made 
Some 341 patients were mildly disabled, 
having no more than occasional absences from work 
through bronchitis and being able to lead a normal life 
between attacks. In the moderate group, numbering 
435, respiratory symptoms were an appreciable handicap 
to ordinary existence, and often there were spells of 
sickness for several weeks or a few months. The severely 
disabled, who amounted to 224 patients, could do no 
more than light work, and some were unfit to work 
at all. 

A relatively high proportion of the younger patients 
had a mild disability. The moderately disabled were 
evenly distributed between the age-groups. The propor- 
tion of severely disabled rose from 13° of those aged 
less than 50 to 26% of those aged more than 50, reflecting 
the chronicity and progressive nature of the bronchitis 
and the diminution of respiratory reserve with advancing 
years. 

‘Etiology 
Weather 

The seasons of the year in which the patients con- 
sidered their symptoms were worst were as follows : 
winter 857, autumn 65, summer 37, and spring 24, the 
remaining 17 patients being unaffected by seasons. 

All the patients were specifically asked which atmos- 
pherie conditions adversely affected their bronchitis, 
affirmative answers being fog 744, wet 698, cold 435, 
hot 62, and dry 20. In addition, symptoms were 
aggravated in 440 on suddenly going from a hot to a cold 
atmosphere, and in 174 on going from cold to hot. 

Winter, being the time of unfavourable climatic con- 
ditions and also of respiratory infections, naturally sees 
an increase in exacerbations of bronchitis. Fog was 
singled out as the most constantly aggravating climatic 
factor, but wet, particularly dampness as opposed to 
rain, was only slightly less frequently mentioned and 
probably accounts for the perpetuation of more bron- 
chitis than fog because it is present so much more often 
in the London area. The much lower incidence of 
aggravation by cold is significant. Many patients who 
were considerably upset by fog and dampness firmly 
maintained that they were unaffected by dry cold, a 
feature which may have a considerable bearing on the 
choice of habitat and occupation. 


Reaction to 


Smoking Habits 

The numbers of non-smokers were 40 (5°,) males and 
66 (37°,) females. The mean daily number of cigarettes 
among smokers was 18-5 for males and 11-8 for females, 
1 oz. of tobacco being equivalent to 30 cigarettes. 
Table 1x shows that more than half the smokers felt that 


smoking aggravated their bronchitis, and that a sur- 
prisingly large number had abandoned or reduced the 


habit with benefit. 
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TABLE 1X—-TOBACCO HABITS OF 1000 BRONCHITICS 


a y Don’t 
Yes No know 
Does smoking aggravate bronchitis ? ea 47 381 34 
Has smoking been abandoned or cut down 
because of bronchitis ? +" a a 532 359 | 3 
If ‘* yes,”” has bronchitis improved ? -- | 395 136 1 


There were appreciably fewer non-smokers among the 
300 patients than among the controls, the figures being 
27 (9-0%) and 62 (20-7%) respectively. The mean daily 
number of cigarettes among the smokers was similar 
in the two groups, being 18-2 for patients and 16-7 
for controls. 


Home Conditions 


Of the 1000 patients only 43 considered that home 
conditions contributed to the onset of bronchitis ; damp- 
ness was blamed by 22, other causes including air-raid 
damage, overcrowding, and cold. Home conditions 
were considered to have adversely affected the course of 
the bronchitis by 66 patients, 49 of whom blamed 
dampness. 


Adverse Occupational Factors 

Of the 1000 patients 177 were prevented from con- 
tinuing in an occupation because of bronchitis ; breath- 
lessness was given as the main reason in 98, and 
exacerbations of infection in 67. Of the 177 thus pre- 
vented 114 found alternative work ; most of the remainder 
were unfit to work or had retired, often prematurely ; 
and only 4 were unable to find suitable work. 

The principal factors at work which the patients 
considered as aggravating their bronchitis were changes 
in temperature and draughts (175), dampness (148), cold 
(132), dusts (129), smoke and fumes (111), and contracting 
infections from contacts (83). 

There is no doubt that climatic factors exert a con- 
siderable influence on the symptoms of chronic bronchitis. 
For, those employed indoors the temperature and humi- 
dity of their place of work may well determine whether 
they dare risk the journey from home. Overcrowding 
may lead to an excessive spread of respiratory infections. 
Those who work both indoors and outdoors are particu- 
larly exposed to changes of temperature. Outdoor 
workers (many bronchitics prefer to work out of doors) 
are forced to regulate their activity to the prevailing 
climatic conditions, especially in the winter months. 

Of the formidable array of dusts which were incrimi- 
nated more than half were related to houses, coal, books, 
and papers. Others included wood shavings, packing- 
materials, upholstery, paint, and flour. Almost any dust 


seems to be a potential irritant. Possible irritants 
specifically mentioned in this series—e.g., asbestos, 


cement, cork, wool, lead, lime, marble, printers’ ink, tale, 
and chromium—caused the patients to seek 
elsewhere. 

Fumes and smoke were another potent source of 
bronchial irritation. The products of combustion of 
coal were mentioned most frequently. Some 51 males, 
aged 51-69, were exposed to gas in the 1914-18 war ; 
27 of these dated the onset of their bronchitis to gassing, 
and most of the remainder thought it aggravated their 
bronchitis, although sometimes the onset was many 
years after the gassing. Among other irritants were 
exhausts from motor cars, sulphuric acid, acetone, 
benzene, caustic soda, and paint spraying. 


work 


Discussion 
Assessment of the clinical pattern of a slowly progres- 
sive disease like chronic bronchitis by the analysis of a 
questionnaire can never be more than approximately 
accurate. However carefully the questions are framed, 


the answers are bound to be influenced by personal bias, 
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on the part of both the patients and the interrogators. 
These difficulties were overcome to a great extent in 
this series by the completion of a comparatively large 
number of forms and by limiting the interrogators to a 
few who knew each other well and worked in the same 
clinics. The object of the investigation was to obtain 
information about the relative importance of some of 
the commoner clinical features of chronic bronchitis 
with a view to the study of selected aspects in greater 
detail at a later date. 

The high incidence of bronchitis among the relations 
of bronchitic patients, the figure being three times as 
great as for controls, suggests a hereditary predisposition. 
This is probably the correct interpretation, since social 
and economic factors were eliminated as far as possible 
by making every effort, short of visiting their homes, 
to obtain comparable groups of patients and controls. 
Also, the part played by cross-infection within the 
families, although virtually indeterminable, is unlikely 
to be important because of the late onset of bronchitis 
in most of the patients. 

Of the factors which aggravated the symptoms many 
were related to the quality of the inspired air. Fog, 
wet, cold, and changes of temperature were frequent 
sources of irritation. The habit of smoking tobacco had 
been curtailed or abandoned by more than half the 
patients. Various dusts, fumes, and smoke caused 
irritation at times. Indeed, almost any deviation from 
a clean warm dry atmosphere seems to be a possible 
source of aggravation of symptoms. The effect of these 
features on the patients’ mode of life and capacity for 
work was often considerable. 

Particular attention was paid to the characters of 
the sputum and the nature of the breathlessness, since 
these comprise the outstanding symptoms of chronic 
bronchitis. A review of the findings sheds some light 
upon the significance of infection, bronchospasm, and 
constant breathlessness in this disease. 

Infection was considered to have been present at the 
onset of respiratory symptoms in every case. It varied 
from a comparatively mild attack of bronchitis to a 
fulminating pneumonia. At the time of interview 85% 
of all the patients stated that they had colds which 
‘** went down to the chest,’’ which strongly suggests the 
sustained influence of infection on the course of the 
bronchitis. In 147 patients there was a purulent sputum 
in the summer and winter and during exacerbations. 
These are the patients who can be labelled ‘ chronic 
bronchitis ’’ with the greatest degree of confidence. The 
part played by infection in the production of mucoid 
sputum is a matter of controversy. Almost always the 
volume of sputum increased during exacerbations, and 
in about a third it remained grey-white or mucoid ; 
hence at least in some of these infection acted as a 
stimulus to the further production of mucus. Whether 
or not infection alone can sustain a mucoid sputum 
through the winter months or all the year round is a 
question in urgent need of further clarification. Of the 
123 patients having no breathlessness, the majority had 
a predominantly mucoid sputum, which usually became 
purulent during exacerbations. To regard such patients 
as having ‘ catarrhal bronchitis’ is not entirely justi- 
fiable. Certainly infection was closely connected with 
both the onset and the continuance of symptoms, but 
other factors—e.g., climate, atmospheric impurities, and 
hereditary predisposition—undoubtedly played a part. 
Indeed, here is the crux of the problem of the genesis 
of chronic bronchitis. Patients, usually middle-aged men, 
having been subjected to an intricate combination of 
environmental and hereditary factors for many years, 
find that pulmonary infection leaves them with an intract- 
able mucoid sputum. If this be designated a ‘‘ catarrh,”’ 
an inflammatory basis is implied. The alternative is to 
regard the infection as a sensitising agent which leads 
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to overactivity of the mucus-secreting elements of the 
lungs. Whichever is the correct explanation, such 
patients are singularly prone to superadded bronchial 
infections. 

No less than 70-6°% of the patients were considered 
to have unduly sensitive bronchi and were regarded as 
being subject to bronchospasm. In a way this figure is 
misleading because chronic bronchitis was not diagnosed 
unless there was a disability which persisted, and at the 
time of interview 87-7°% of all the patients had either 
spasmodic or constant breathlessness or both. A large 
number of these patients, probably the great majority, 
would not have been regarded as having chronic bron- 
chitis if they had not been breathless. The relationship 
between bronchospasm and excessive mucoid secretions 
was not studied in this investigation, but external 
stimuli, particularly fogs, seem to be incapable of pro- 
ducing one without the other. 

Constant breathlessness was present in 52-1% of the 
patients. Interpretation of the significance of this figure 
is not wholly possible. It is intended as a very rough 
guide to the incidence of emphysema. Emphysema was 
not specifically investigated, and no physiological funetion 
tests were done. The radiological tindings showed good 
evidence of emphysema in 20° of the patients, but this 
figure is undoubtedly an underestimate. Emphysema 
is an almost invariable complication of chronic bronchitis, 
provided the bronchitis persists long enough, but it is 
an insidious process and, unless there is radiological 
evidence of bulle, cannot be diagnosed in the early 
stages. Hence bronchitics cannot be rigidly divided into 
those with and those without emphysema. In a clinical 
sense, however, advancing emphysema leads to increasing 
constant breathlessness, to which eventually cardiac 
insufficiency may contribute. If the present series is 
judged according to this symptom alone, there was 
suggestive evidence of emphysema in about half. 


Summary 


A questionnaire was completed on 1000 patients with 
chronic bronchitis. A comparison was made between 
300 of these and 300 controls matched for age, sex, and 
social status. 

Chronic bronchitis is largely a disease of middle-aged 
men. 

There is a fairly strong family history. 

The adverse effects of atmospheric conditions, occupa- 
tional factors, and smoking are discussed. 

The types of sputum and breathlessness are considered. 


Our thanks are due to Dr. H. J. B. Galbraith, chief assistant 
to St. Bartholomew’s Hospital, and Dr. W. I. Chiesman and 
Dr. V. C. Medvei, of the Treasury medical department, for their 
invaluable assistance ; and to Dr. J. R. May, senior lecturer 
in bacteriology at the Institute of Diseases of the Chest, 
Dr. Lynne Reid, research assistant in morbid anatomy at 
Brompton Hospital, and Mrs. Elsie Small, of the British Red 
Cross Society, for their continued encouragement and help 
during the investigation. 
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. . . I am feudal and a Taoist, and use despotism with 
enlightenment, for I am a doctor. One has to impose upon 
the sick one’s own will, and anything else is hypocrisy and 
nonsense. Doctors use power so much and get so much 
pleasure out of it. They stalk in their white gowns, like 
prophetic kings ; the stethoscopes round their necks are the 
badges of their magic knowledge ; they survey the prostrate 


forms of their patients, lying helpless in neat rows on thei 
beds. They lay healing hands and save lives. This 1 
arrant, orgiastic power, the most corrupting one to the soul, 
that of doing good. For it is so easy to believe that one 


is good,” HAN SUYIN. 
1952; p. 131. 


A Many-Splendoured Thing. London, 
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ORBITAL LEUCOTOMY 
(ISOLATION OF THE ORBITAL CORTEX BY OPEN 
OPERATION) 


P. MacponaLp Tow WALPOLE LEWIN 


Ph.D., M.B. Lond. M.S. Lond., F.R.C.S. 
From the Nuffield Department of Surgery, University of Oxford 


EARLY in the many published reports on the frontal 
lobe and its functions there have been references to a 
difference between its superior and inferior surfaces. 
That there might be some such difference in function 
is not a very surprising possibility ; but in the recent 
work on frontal ablations for mental disorder competent 
observers have come to the conclusion that the frontal 
areas are functionally equivalent. 

From a twelve years’ clinical study of 300 cases of 
cerebral trauma Kleist (1934) concluded that there was 
a definite and recognisable difference between the 
syndromes resulting from lesions of the 
superior and the inferior surfaces of the 
frontal lobe: involvement of the supero- 
lateral surface led to disturbances of 
intellect and psychomotor activity, whereas 
lesions of the orbital surface produced 
predominantly emotional changes, usually 


euphoria or simplicity, and less often 
depression with inactivity. Though the 
precision of his conclusions has _ been 


criticised because of the type of material 
on which it was based, his work was a very 
thorough and painstaking attempt to 
differentiate the functions of the lobe on 
purely clinical grounds. 

Rylander (1939) also remarked that earlier 
workers had considered that the basal 
part of the frontal lobe played an important 
role in emotional life, and he believed this 
too; for in his own classical material he 
thought there were distinct changes in 
emotional tone in 22 out of 24 patients with 
lesions involving the orbital region. 

Experimental studies on the orbital cortex 
are mostly of recent origin, but Spencer 
(1894) found that faradic stimulation in 
the rabbit, cat, dog, and monkey led to 
respiratory arrest. This and other auto- 
nomic changes have since been described 
by Bailey and Sweet (1940), Ruch and 
Shenkin (1943), and Delgado and Livingston 
(1948). Ablation of the orbital cortex in 
monkeys has been done in Fulton’s labora- 
tory by Livingston et al. (1948b): the 
monkeys became active (but they gained 
weight in spite of this), easily tameable, 
and free from excessive fear. In man 


Livingston et al. (1948a) reported that 
stimulation of the orbital cortex trans- 


cortically during the exposure afforded by 
leucotomy also produced autonomic effects. 

MecLardy and Meyer (1949), working on 
necropsy material, have paid considerable 
attention to the differing effects of surgical 
lesions in various parts of the frontal lobe. 
From an extensive study of clinical and 
anatomical relations they could find no 
great difference between the sites of lesions 
associated with clinical improvement and 
of lesions associated with the greatest 
personality change. They suggested, how- 
ever, that, from their evidence, there might 
be a rather greater association of clinical 
improvement with lesions involving isola- 
tion of the orbital cortex; but they 
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emphasised that their result was derived from poor 
clinical material. What is required is an alternative 
to the standard leucotomy which will produce com- 
parable benefits without the undesirable side-effects 
of the operation, principally personality changes and 
in some cases persistent incontinence and metabolic 
disorders. 

Our trial of orbital leucotomy was based on the hypo- 
thesis that the balance of evidence in the past has been 
that the orbital surface, rather than the superolateral 
surface of the lobe, is concerned with the predominantly 
emotional and affective aspects of behaviour, coupled 
with the working assumption that general personality 
damage is roughly proportional to the amount of frontal 
tissue destroyed. In this sense we regarded the operation as 
equivalent to a first step in narrowing down the full leuco- 
tomy procedure. In our final choice of the orbital surface 


we were influenced by the work of Scoville (1948, 1949), 
who had introduced a technique for ‘‘ undercutting ”’ all 





= 


Fig. |—Radiographs of skull showing positions of trephine holes and silver clips marking 
site and depth of orbital leucotomy: above, anteroposterior ; below, lateral. 
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three surfaces of the frontal lobe. We were impressed 
by some of his early results from operating on the orbital 
cortex ; and in this country some early trials of the 
operation by one of us with Mr. Geoffrey Knight had 
yielded promising results. The operation follows closely 
Scoville’s technique. 
The Operation 

The operation consists in making a line of cleavage 
with a brain spatula and a fine suction-tube at the 
junction of the grey and white matter above the orbital 
grey matter on each side, extending from the frontal 
tips back to the level of the base of the anterior clinoid 
processes, with interruption of the long and short associa- 
tion fibres to the thalamus and to the adjacent frontal 
cortex. In some cases in this series it was found necessary 
to sacrifice a main venous tributary running across the 
face of the frontal pole, but apart from this no major 
vessels are divided. By operating under direct vision 
and with reference to the landmarks to be described 
below, one attempts to produce a discrete isolation of 
the orbital cortex without damaging, at least macro- 
scopically, the adjacent frontal cortex or its blood-supply. 
To confirm the site and depth of the section we have, 
at the end of the operation, placed silver clips mounted 
on small pieces of fibrin foam at the posteromedial 
limits of the section and taken postoperative radiographs. 
This method of localisation is open to the objection that 
the pieces of fibrin foam may not be placed accurately 
or may become displaced, particularly when cerebro- 
spinal fluid is running freely. Nevertheless the position 
of the silver clips as seen in the lateral view (fig. 1) gives 
some indication of the plane of section. Within these 
limitations the postoperative films in these patients 
confirmed that in 16 the operation had been limited to 
the orbital region. In the other 4, the clips were shown 
to be rather higher in the frontal lobes than usual, 
suggesting that in these instances more than the orbital 
cortex may have been isolated. Of these 4 patients 1 
recovered, 2 were improved, and 1 was unchanged. 


Technique 


Preliminary radiographs of the skull are taken to determine 
the size and extent of the frontal sinuses. All our patients 
were operated on under general anesthesia. 

With the head slightly extended, a small coronal scalp 
flap is marked out at the anterior margin of the hair-line. 
After the scalp has been incised, the pericranium and tempor- 
alis muscle on each side are cut in the same line and stripped 
down with the scalp to the level of the orbital ridges to expose 
the frontal bone subperiosteally. Bilateral trephine holes 
(3-75 cm. in diameter) are made lateral to the frontal sinuses, 
just above the orbital ridges and bounded by the lateral 
borders of the frontal bones (fig. 1). On each side a cruciate 
incision is made in the dura to expose the anterior face of the 
frontal pole. A transverse incision, 2-5-3-0 em. in length and 
situated 1-0 cm. above the orbital roof, is made in the cortex, 
through to the white matter. The frontal pole is now lifted 
up as in a pituitary approach to the base of the anterior clinoid 
process. This represents the level of the posterior extremity 
of the cut to be made, and its distance from the cortical 
incision is measured, The direction of the orbital roof is also 
noted. Scoville’s spatula forceps are inserted into the cortical 
incision, parallel to the direction of the orbital roof, and, the 
blades being used as retractors, the white matter is sucked 
out with a fine sucker tip under direct vision. The medial 
limit of the posterior extent of the cut, over the clinoid region, 
is a good centimetre posterior to the lateral limit. Frequently, 
when this point is reached, cerebrospinal fluid comes up from 
the cisterna chiasmatica. The medial and lateral borders of 
the section are defined by gentle suction until the grey matter 
on each side is reached. The depth of the section varies from 
5-0 to 5-5 cm. (fig. 2). Because the natural tendency is to 
angle the forceps upwards, direction and depth require 
repeated checking. If the section is in the correct plane, 
there is very little bleeding, and at the end of the operation 
it is not difficult to secure hemostasis. The dura is closed 
with silk sutures, the bone discs are replaced, and the wound 
is sutured in layers. 
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Fig. 2—Brain preparation showing site of orbital leucotomy (black 
area). 
Operative Risks 

Between January, 1950, and December, 1951, 20 
patients underwent orbital leucotomy *; they were 
aged 20-63, 4 of them being aged more than 55. 

There were no operative deaths, and the only fatality 
in this series so far took place seventeen months after 
operation. This was in case 3, a female paranoid schizo- 
phrenic, aged 40, who improved sufficiently after operation 
to return home. She collapsed and died suddenly while 
alone in the house. Necropsy, done elsewhere, showed 
macroscopic evidence of cerebral atrophy and some 
pulmonary congestion; in particular, no other intra- 
cranial complication was seen. Unfortunately, the brain 
was not made available for further study. 

Recovery from the anesthesia was uneventful; there 
was very little general disturbance, the wounds healed 
satisfactorily, and there was no postoperative infection 
or hematoma. In 1 case a clot was suspected three days 
after operation, but on re-opening none was found, and 
convalescefice was satisfactory. The incidence of post- 
operative incontinence, epilepsy, and other changes is 
discussed below. 

The Patients 

Allin this series were psychiatric patients in whom other 
treatments had failed to produce any substantial improve- 
ment in the mental state and, when surgery was con- 
sidered, the possibility of spontaneous remission was 
remote. They all required hospital treatment ; a typical 
state of affairs at the time of operation was that the 
patient had been ill for several years, usually becoming 
much worse, and that recently, or within the preceding 
two years, had become ill enough to need constant 
inpatient care. 

The patients were aged 20-63, 11 being aged 20-40, 
8 40-60, and 1 63. There were 9 men and 11 women. 
In all the clinical picture was florid, and the group was 
a fair sample of psychiatric inpatients ; in half of them 
rapport was possible, insight was present in varying 
degree, and there was no extreme deterioration of the 
personality ; in the others rapport was bad-or impossible, 
and degeneration of behaviour had begun. 

Our patients were selected primarily by the presence 
of great tension and accompanying disturbances of 
behaviour; in fact our criteria were not very different 
from those now used by many physicians for standard 
leucotomy. However, from all patients referred for 
operation we selected for orbital leucotomy those who 
had exceptionally severe tension, anxiety, agitation, or 





*1 other patient had a full orbital leucotomy during this period, 
but after another psychosurgical procedure ; therefore he has 
been excluded from this series. 
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outbursts of impulsiveness uncontrolled by other means. 
In this series we did not include any very chronic or 
grossly demented schizophrenics. The accompanying 
table lists the diagnoses. 

10 of the patients were frank schizophrenics ; of these 
2 had exceptionally well-preserved personalities, and 3 
others were very well preserved for the type of illness 
involved. By classical subgrouping, 1 was a schizophrenic 
simplex, 2 were catatonic, 3 were hebephrenic, and 3 
were paranoid. In the 10th patient the illness began in 
the puerperium. She developed into a catatonic type of 
schizophrenic ; there was no evidence of any infection. 
All of these were disturbed patients, tense, suicidal, or 
impulsive. 2 other patients exhibited schizophrenic 
features on occasions, but since they presented throughout 
their illness primarily as severe anxiety states, with 
constant tension and feelings of apprehension or dread, 
they have for brevity been referred to as such in the table. 

The remaining 8 patients had predominantly affective 
illmesses with depression. 1 case of manic-depressive 
illness presented mostly as mania. 

Results 

The results have been assessed on the general clinical 
state of the patient compared with his preoperative 
condition, particularly as regards tension, impulsiveness, 
and aggression, features of particular interest in this 
series of patients. The patients have been observed 
throughout their entire postoperative period to date, 
which now extends from one and a half to three years ; 
all the discharged patients have been followed in their 
own homes. Our experience is that recovery or improve- 
ment takes place in the first few weeks or months, and 
that its pattern does not differ significantly from that 
seen after standard leucotomy. 

RECOVERED (7 CASES) 

7 patients have wholly and satisfactorily recovered 
from the illness with which they presented for operation. 
They are all at home; and, although we are aware that 
this is not a universally valid criterion, in the case of 
5 of them, who before operation seemed almost certain 
to be chronic hospital patients, this fact alone appears 
to be a good measure of their clinical recovery. 

In this group there were 5 patients (cases 4, 7, 14, 
18, and 19) with essentially affective conditions. All were 
able to be discharged symptom-free a few weeks after 
operation. None has since had any relapse, and they 
have no complaints ; on the contrary, 2 have repeatedly 
expressed their happiness and well-being. Case 4, called 
an aggressive psychopath, had at times had depression 
and also showed schizoid features; she had been in 
hospital for one and a half years. Six months after 
operation she was discharged from hospital, and she has 
remained well since. 


ry . . . 2 \ 
I'wo other patients in this group (eases 6 and 12) were 


schizophrenic. Case 6 was an unremitting catatonic type 
of schizophrenic and needed continuous care in a ward 
for disturbed refractory patients. Her recovery took 
place gradually in the first three months after operation, 
and by the fourth month she was given full parole. She 
was discharged, and six months after the operation she 
had completely recovered and was adequately caring 
for her house and family. Case 12 was the only hebe- 
phrenic schizophrenic in the recovered group. 

The clinical details of 2 of these recovered patients are 
recorded. 

Case 7.—A married woman, aged 39, first became ill twenty- 
two years before operation. When young she was normally 
sociable. with a healthy range of interests. She had her first 
attack of mania at the age of 17, and another four years later. 
She would cease to sleep and would go off her food ; soon she 
would be restless and confused, talk rapidly and foolishly, and 
finally start doing acrobatics. She saw men calling her to 
God. Attacks gradually increased in frequency up to the end 
of her illness when she was rarely well for more than a week 
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at a time. She became more and more violent and aggressive 
in her attacks until these were regular features. Occasionally 
the attacks of mania were preceded by a brief period of 
depression and then at times she had been suicidal. She had 
been admitted to hospital on three previous occasions. 
Treatment by continuous narcosis had failed, and electro- 
convulsive therapy, which had been given on several occasions, 
had been quite ineffective except in a most temporary way. 

After operation she immediately became clear and well- 
oriented but was amnesic for the operation and for her acute 
episodes before it. She was transferred to a quiet ward and 
soon settled into a quiet orderly routine. By three months 
after operation she had several active interests, and two 
months later she was discharged fully recovered. Now, two 
and a half years after operation, she has remained virtually 
symptom-free to date—far longer than any recent remission— 
and is working happily and efficiently as a housekeeper. 

Case 12.—A woman, aged 35, first became ill some seven 
years before operation. For two years her illness had consisted 
only of generalised apathy, with bad headaches, loss of 
appetite, and rather queer and unaccountable behaviour ; 
but she then began to develop bizarre thoughts and most 
unpredictable behaviour, with much emotional disturbance. 
She complained to her doctor of awful dreams and of fears of 
going mad. She believed that everyone was trying to stop her 
from dying. From then on she behaved in various erratic or 
peculiar ways. Often she seemed totally lost in hallucination. 
She said she had come from a grave, and asked people to cut 
her throat. She would look for a long time over her right 
shoulder; and often she was silent for long periods. Later she 
became totally inaccessible and manneristic, with stereotyped 
repetitions. She did not improve at all after twenty-five 
electroconvulsive treatments ; for a time she was given these 
treatments weekly because they seemed to help her slightly, 
but it was eventually decided that a limited surgical operation 
would give her the best chance of a useful recovery. 

After operation.—She was still very schizoid and fatuous 
in manner a month after operation, but could converse 
rationally if pressed. Two months after operation she was 
much less silly and fatuous and was a little euphoric. She now 
worked well in the hospital laundry and continued to improve 
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in a placid way. Nine months after operation she was dis- 
charged recovered and obtained a simple repetitive part-time 
job. Three months after this she was offered a full-time job 
in the same firm, and she has remained well and self-supporting 
to date, two years after operation. 


IMPROVED (8 CASES) 

In this category have been placed those patients who 
after operation have been freed from any of the domi- 
nating or persisting symptoms of their presenting illness, 
have gained contact with reality, or have achieved a 
generally more useful adaptation. 

The improved group includes 4 schizophrenics who 
had been ill for three, six, nine, and thirteen years and 
were subject to severe outbursts of violence and agegres- 
sion. There has been no return of these outbursts since 
operation. The other 4 rated as improved had affective 
disorders in which there was constant tension and much 
subjective suffering, which disappeared at various lengths 
of time after operation. In 1 case of chronic anxiety state 
there has recently tended to be some slight return of 
tension, but with this exception these patients have 
remained quite free from objective signs of tension and 
subjective feelings of anxiety. 

4 of these patients have been discharged from hos- 
pital; of these, 2 are now working, two and a half and 
two years after operation, and a 3rd was coping ade- 
quately with all her housework until the time of her 
sudden death seventeen months after operation. The 
other 4 patients are still in hospital but are more generally 
sociable and active. With the major symptoms of their 
illness removed they enjoy a happier and much less 
disturbed existence. Case 9 illustrates the type of 
improvement seen in this group. 

Case 9.—A single woman, aged 59, had worked for one 
employer for thirty years. She was always healthy until the 
outbreak of war. In 1939, with the menopause, she became 
depressed and developed ideas of reference of various kinds, 
She heard voices giving her religious instructions. She thought 
her doctor was trying to influence her thoughts, and felt 
guilty of being unable to catch their religious significance. 
Early in 1940 she left her employer suddenly and without 
warning and gave herself up to the police. She declared that 
she was responsible for the war. She was admitted to hospital 
under certificate and remained depressed and hallucinated for 
a@ year, but after a second year she left the hospital. Four 
years later she again had to be certified. Now she was actively 
hallucinated and had made various suicidal attempts, saying 
that she preferred to die than to lead a wicked life. She had 
a large amount of convulsion therapy with both leptazol and 
electricity, but after four more years in hospital she remained 
just as hallucinated, profoundly depressed, and actively 
suicidal. Her personality remained reasonably well preserved. 

After operation she seemed rather quiet and a little less 
depressed, and could be made cheerful and to smile more 
easily. She said she felt happier. She remained subdued but 
was no longer hallucinated or suicidal. She continued to 
improve, took an active interest in simple affairs about her, 
and went out on visits frequently. Clinically she is greatly 
improved, but because of her age and friendlessness and 
the difficulty of getting her somewhere to go she has been 
unable to leave hospital. 


Case 3 is also recorded, for until the time of her sudden 
death, seventeen months after operation, she had 
exhibited a fairly typical pattern of improvement. 

Case 3.—A married woman, aged 40, had been a paranoid 
schizophrenic for nine years at the time of operation. She 
had been hostile towards her husband and adopted son, and 
was eventually certified because she was a danger to her 
husband, who was an invalid. She was generally arrogant, 
irresponsible, querulous, and noisy ; often she was negativistic. 
Sometimes she became violently hostile and aggressive. She 
later became rambling and incoherent in her accounts of her 
persecution, and eventually talked of nothing else but her 
son’s wrongdoings. She was quite without insight. 

After operation she very soon became quieter and was 
composed and sensible. The framework of delusions about her 
adopted son was still elicited on questioning, but she no 
longer mentioned it spontaneously, and this in her case 
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represented a great change. She would even inquire about 


him in a kindly way, and no hostility was evident. Her 
husband was “ delighted’ with her. During the next six 


months she continued to improve and became coéperative, 
sociable, and a very willing worker. She was euphoric for a 
time and was then garrulous, without foresight, and content 
to live for the moment. After operation her delusions never 
again had any emotional force. She needed no more sedative 
drugs. She was discharged at six months and continued 
happily until her sudden death. 
UNCHANGED (5 CASES) 

Of these 5 patients 4 (cases 2, 8, 11, and 20) had been 
schizophrenic for twelve, eight, two, and four years, and 
the 5th (case 16) had had severe agitation and depression 
for ten years. They now show little change compared with 
their preoperative state. However, it should be noted 
that 4 of them made considerable temporary improve- 
ment after operation and for a much longer time than 
after any previous treatment; but all relapsed, three 
within two months of the operation, and 1 (see below) 
nine months after operation. 1 schizophrenic (case 8) is 
still free from the violent behaviour and impulsiveness 
exhibited preoperatively, but his condition is otherwise 
unimproved and he cannot be regarded as having made 
any substantial gain. 

Case 11.—A man, aged 22, was discharged on psychiatric 
grounds from the R.A.F. He had behaved oddly, talked to 
himself, and been very strange and solitary. Later he became 
aggressive and resentful, fought his adoptive father, and smashed 
windows. He developed into a very noisy hallucinated schizo- 
phrenic, abusive and threatening. Often he was extremely 
aggressive and would mutter to himself and roll on the floor. Some 
of the time his manner was euphoric and happy-go-lucky. He 
had a long course of insulin but never went into coma, though 
he reached a dose of 270 units. He improved physically but 
not mentally. He had also a course of electroconvulsive 
therapy, and another of continuous narcosis with paraldehyde 
and hyoscine. A preoperative electro-encephalogram was 
abnormal, suggesting a constitutional dysrhythmia with a 
psychomotor variant. A pneumo-encephalogram was within 
normal limits. 

After operation he immediately became quieter, rational, and 
coéperative. For a short time he was even lethargic. He was 
never incontinent, but he had an epileptic fit at one week and 
another at four months after operation. After a few weeks 
he had a few minor outbursts, but not approaching the pre 
operative ones in force. In general he improved mentally and 
became well enough for discharge. The improvement, however, 
only lasted until nine months after operation, when after an 
episode of window smashing he was readmitted and is now 
essentially the same as before operation. 


Effect on Personality 

In our experience to date this operation has proved 
relatively free from undesirable psychological complica- 
tions. Sometimes there is undue apathy or lack of 
initiative ; sometimes slowness with apparent lack of 
energy ; sometimes facility or fatuity ; once we observed 
severe but temporary disinhibition of an unpleasant 
character—all changes seen after leucotomy but never 
so pronounced. Standard intelligence tests do not reveal 
any significant change in intellectual ability. We can 
thus fully agree with the experience of Scoville et al. 
(1952) that the operation does not cause serious intellec- 
tual or temperamental damage and is to be ‘ recom- 
mended because of its nearly complete preservation of 
the personality.” 

Rvylander (1952) also, discussing operations which 
involve isolation-of the inferior surface of the lobe, has 
stated that in his experience undesirable personality 
changes are always minimal; personality change which 
does occur is of the same type as after standard leucotomy 
but not so pronounced. 

Unwanted personality changes are common after 
standard leucotomy ; the actual incidence one attributes 
to this operation depends on the criteria one adopts ; 
but in a small number, probably about 10%, there are 
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serious symptoms and disturbances of behaviour which 
give rise to most unpleasant and incapacitating post- 
operative syndromes. At the other extreme, after very 
small lesions, changes of this magnitude are never seen. 
Scoville and his associates attribute this absence of all 
serious deficits after the orbital operation to the purely 
quantitative fact that only about a third of the frontal- 
lobe connections are interrupted. Briefly, we have in our 
personal experience, for such a quantitative comparison, 
two other similarly studied series: one of full standard 
leucotomy (Tow 1952), and one of anterior cingulectomy 
(Tow and Whitty 1953) in which less than 4 ¢.cm. of 
cortex suffers interference on each side. The personality 
changes which we have observed after orbital leacotomy 
approximate in quantity to those in anterior cingulectomy, 
though they differ in quality. We have consequently 
been impressed with the smallness of any personality 
deficiencies in this series compared with those result- 
ing from the standard operation. If there is a typical 
postoperative personality picture it is that of a generally 
quiet, placid, and—in the extreme—even timid person- 
ality with a possible slight blunting of comprehension 
or mental acuity. Gross postoperative abnormalities in 
behaviour have not been seen. 


Other Changes 

Behaviour.— Before operation these patients almost all 
showed some kind of disturbed behaviour: 11 were 
subject to the most violent and uncontrollable outbursts ; 
and 8 others were either violent and aggressive at times 
or a great suicidal risk. The effect of operation has been 
extremely satisfactory. In over half the patients the 
disturbance of behaviour disappeared immediately after 
operation and has not returned; in the others the 
improvement was neither immediate nor dramatic, but 
behaviour was favourably affected in all. 

Sleep.—In general this has improved. 7 patients have 
shown very considerable improvement ; 3 of these sleep 
well without aid, whereas before they regularly needed 
hypnotics. 

W eight.—10 patients gained in weight, but some have 
now begun to lose weight again, and the residual gain at 
present is mostly only a few pounds. 1 has gained 4 
stone, and 2 more 2 stone each. 

Sedatives.—Several of the patients need fewer drugs, 
such as hyoscine, ‘ Amytal,’ and paraldehyde. There has 
been some fluctuation, both before and after operation, 
in the need for heavy sedation, but at least half the 
patients need considerably less than preoperatively. 


Complications 

Epilepsy.—Of the 20 patients 2 have had epileptic fits 
after operation, but in neither have the attacks been 
frequent. In 1 ease the first fit took place eight weeks 
after operation, and over the next three years there were 
two further attacks at six months and nine months. In 
the other case the patient showed a dysrhythmia suggest- 
ing epilepsy on the preoperative electro-encephalogram ; 
his first fit occurred a week after operation, and he 
had one more attack over the next two and a half 
years, at four months after operation. So far, with the 
average follow-up of two years, no patient has begun to 
have epileptic attacks for the first time after the early 
postoperative period. The patients were not given 
prophylactic anticonvulsant therapy. Electro-encephalo- 
grams were made preoperatively and from one and a half 
to three years later in 15 of these patients, and no 
significant changes were seen. 

Incontinence has been minimal compared with its 
incidence after standard leucotomy. 1 patient was 
regularly incontinent of urine for the first two weeks and 
was once incontinent of feces; a 2nd patient was 


incontinent for five days; and 3 others had occasional 
incontinence during the first postoperative month ; but 
in all the cases full control was re-established. 
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Discussion 

A large body of conservative psychiatric opinion now 
accepts leucotomy as an available routine treatment. 
Many feel that it is illogical but that circumstances force 
them to use it in certain cases in which experience has 
now shown that it yields an improvement otherwise 
unobtainable. The fact, however, that it may even 
have some advantages over other empirical methods is 
no reason why one should accept its disadvantages 
unperturbed. If in the absence of what may be more 
rational methods—for appropriate cases—cerebral sur- 
gery is proving to be a valiiable therapeutic approach, it 
becomes more, rather than less, important to seek opera- 
tions which do the greatest good and the least bad. 

With the current interest in this problem there have 
come to be two distinct opinions: one that the total 
clinical change produced is proportionate simply to the 
amount of cerebral tissue destroyed ; and the other that 
the change is in some way related to the particular area 
involved. Evidence has accumulated on both sides. 
The work of Meyer and McLardy has now yielded 
many valuable correlations ; but there is still no sure 
clinical guide to what exactly should be cut in individual 
clinical syndromes. There is, in fact, still no decisive 
evidence about the relative merits and demerits of the 
different incisions. In practice there has developed an 
attitude of caution towards the major operation but with 
great uncertainty about what to use in its place. The 
suggestion of Sargant and Slater (1948) is that where it 
is possible to conduct the operation in stages it is best 
to start anteriorly, a second and more posterior cut being 
possible if the first does not produce the desired effects. 
Thinking on these lines, however, we suggest that it 
may be more informative to make the first incision in a 
definitely selected part of the frontal lobe (so far as is 
surgically possible). A suitable part is the whole of one 
surface. We agree with the implication of Sargant and 
Slater that, as a routine substitute for the major opera- 
tion, it is not yet practicable to use anatomical variants 
of very precise location. However, an incision along 
the whole of one surface, and a standard leucotomy, are 
more likely to result in two unequivocally discrete lesions 
than is an attempt first to produce an anterior image of 
the standard cut; and so in the long run such a plan 
may be more useful and informative. 

On balance, the effect of orbital leucotomy seems to 
be at least as good as that of standard leucotomy but 
with fewer undesirable complications. The results in a 
typical but small ‘group of cases compare well with 
clinical results after the standard operation. There has 
been no death due to the operation in this series, and the 
results so far indicate that there is far less likelihood of 
any permanent physical complication or of any serious 
damage to the personality. Although the patients in this 
series were not all of the worst prognosis, the results are 
very considerably better than could be expected with 
other forms of treatment. The numbers involved are 
small, but half the patients with affective disorders have 
recovered after illnesses with an average duration of ten 
years. The effect on violent behaviour has been extremely 
satisfactory. Half the schizophrenics have improved, but 
only a sixth have recovered. The important point, 
however, is that whatever recovery has been obtained 
takes place in the first few weeks or months; and, 
provided such a recovery lasts, this possibility, of 
procuring early relief in an illness likely to last for years, 
must always be an argument for the use of surgery. 

The results in this series so far suggest that orbital 
leucotomy produces therapeutic results comparable with 
those of prefrontal leucotomy but with much less person- 
ality damage, and it seems to be worthy of further trial 
in some cases where relatively major surgery is thought 
necessary for the treatment of mental illness. In impulsive 
and violently disturbed active psychotics and in chronic 
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affective disorders with great tension and anxiety it may 

be the operation of first choice after all non-surgical 

treatments have failed. 


Summary 

The operation of orbital leucotomy is described. It is 
an-open operation and consists of a horizontal incision 
in the white matter just above the orbital cortex. 

Of 20 patients with various psychiatric disorders 
operated on two years ago, 7 have recovered and 8 more 
have improved. 

There was no death due to the operation. 

Because physical and psychological complications are 
minimal, and beneficial effects are comparable with those 
of prefrontal leucotomy, orbital leucotomy is recom- 
mended for trial, particularly in patients with severe 
intractable tension and disturbed behaviour, as a common 
alternative to the standard operation. 

These patients were referred to us by Dr. R. W. Armstrong, 
Dr. John Duffield, and Dr. William Ogden, who have through- 
out the work helped in the assessment of results. We thank 
Miss F.. M. Taylor for performing the electro-encephalography ; 
and Miss A. Arnott for the illustration. We are grateful to 
Dr. R. G. McInnes and Dr. Ian Skottowe for helpful criticism. 

This work was done under the direction of the late 
Sir Hugh Cairns, who performed all the early operations. 
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In 1950 it was decided to investigate the present 
causes of pyrexia in the puerperium. Clinical observa- 
tion had suggested that the present-day practice of 
obstetrics had altered the type and site of infections 
responsible for a rise of temperature in the puerperium 
from those commonly described in the textbooks. 
In addition, changing conditions had led to some 
inaccuracies in the returns made of notifiable pyrexia, 
and a false over-all picture was being obtained. The 
unsatisfactory position regarding notification has been 
clearly stated by Gordon (1951). 

It was also felt that a careful analysis of all the cases 
of pyrexia in the puerperium during a definite period 
might provide a basis for the revision of the existing 
standard of notifiable pyrexia. During the period of the 
investigation, however, the regulations for notification 
of puerperal pyrexia were altered by the Ministry of 
Health, and the present standard of a temperature of 
100-4° F occurring once in the fourteen days after 
delivery was adopted. How far the new standard is an 
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improvement on the old and what might constitute a 
satisfactory alternative method of notification are 
discussed below. 

In any consideration of puerperal pyrexia it is helpful 
to understand how the present position of notification 
and the emphasis on uterine infection have arisen. 

Mayrhofer (1865) showed that the streptococcus was 
the probable cause of puerperal fever, and Pasteur 
(1879) established beyond doubt the connection between 
this organism and death from puerperal sepsis. The 
streptococcus continued to dominate the obstetric scene, 
and notification of puerperal pyrexia was introduced in 
an attempt to check the spread of this infection. 

In 1932 Colebrook, with his colleagues, attacked the 
problem of streptococcal infection in midwifery, and 
in the ensuing years published a series of papers emphasis- 
ing the necessity for the control of throat carriers and the 
importance of detailed antiseptic technique in reducing 
the incidence of infection. It was not until the classic 
paper of Lancefield and Hare (1935) that the significance 
of the group-A streptococcus became apparent. The 
connection with erysipelas, scarlet fever, and streptococcal 
tonsillitis became obvious, and the confusion caused by 
the presence in the vagina of relatively non-pathogenic 
but hemolytic streptococci of other groups was clarified. 

The use of ‘ Prontosil’ in streptococcal infection was 
described by Domagk (1935), and its use in obstetrics 
was investigated by Colebrook in 1936. Since Colebrook 
and Kenny (1936) reported the successful treatment of 
streptococcal uterine infection the organism has lost 
much of its terror, and with the discovery of penicillin 
sepsis has become a very rare cause of maternal death 
in this country. 

Arguments about pyrexia in the puerperium have 
waged since the days of White and Gordon in the late 
18th century, and there are many papers discussing the 
causes of pyrexia, notable contributions being those of 
Lea (1910), Little (1905), and Stander (1945). Two 
major points arise from the study of the historical 
background to this subject: (1) emphasis was always 
on mortality and not morbidity ; and (2) organisms are 
mentioned which are not now regarded as normally 
pathogenic? Relatively little attention was paid to the 
extragenital infections, and there is a dearth of new 
information available from the period following the work 
of Colebrook and his colleagues. 

It is well known that sepsis is virtually never a cause 
of maternal death at present ; in fact there has been only 
one such case (due to Clostridium welchii) in the last 
six years at this hospital, during which time some 
15,000 patients have been delivered. Nevertheless 
puerperal pyrexia remains a common cause of maternal 
morbidity and may lead to a longer stay in hospital. 
In all that follows the difference between puerperal 
sepsis and puerperal pyrexia is important. Confusion 
between these two still exists despite the fact that every 
book or paper emphasises the distinction. It is puerperal 
pyrexia—a rise of temperature in the puerperium 
with which we are dealing. Puerperal sepsis, or infection 
of the genital tract with pathogenic organisms, will be 
seen from what follows to be much more uncommon. 


Investigation 
All patients who in 1951 had a raised temperature 
were submitted to a full clinical examination, and a 
high vaginal swab and a catheter specimen of urine 
were examined. This routine was practised whenever 
the temperature rose above 99-4°F on any occasion. 


Bacteriological Methods 

The methods by which these specimens were examined 
were as follows : 

On arrival in the laboratory the high vaginal swab was 
inoculated on two blood-agar plates and a direct film was 


stained by Gram’s method. One blood-agar plate was incu- 
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bated aerobically, and the other anaerobically, for eighteen 
hours or, if necessary, forty-eight hours, and the plates were 
then examined by standard methods (Gibson and Calman 
1953). Organisms were picked off for special investigation 
when required, and provisional reports were issued at once. 
The direct film was examined, and the amount of pus present 
was reported in addition to the presence of organisms. 

A sample from the cathether specimen of urine was centri- 
fuged and its deposit examined, both a wet preparation and a 
gram-stained film being used. The spun deposit was cultured 
aerobically on blood-agar and MacConkey’s agar. 

Steps in Investigation 

Every effort was made to give some guidance to the 
clinicians twenty-four hours after receipt of the specimens, 
so that isolation and other measures could be applied 
without delay ; treatment was not delayed for bacterio- 
logical tests if it was thought to be urgent. 

The investigation fell into three parts : 
of the group was reviewed ; (2) an attempt was made to 
correlate these pyrexias with obstetrical mancuvres 
or Other occurrences which are supposed to cause pyrexia ; 
and (3) only those were considered in 
notifiable temperature of 100-4° F was reached. 

So that no case should be missed, all the notes were 
examined by the records oflicer, who selected all those 
in which a temperature of 99°F had been charted, all 
patients who had a known rise in temperature in the 
twenty-four hours before delivery being excluded from 
the survey. This produced the large number of 1423 
cases out of 2701 patients delivered in 1951. All these 
were next checked against the laboratory records to 
trace any reports which had been incorrectly filed. 
The whole group were then examined in detail, and 
469 were rejected because they had not reached the 
standard of 99-4°F,. This left 954 cases in which the 
temperature had been above this figure, each case being 
scrutinised and an attempt being made to group them 
as either purely obstetrical or medical conditions ocecur- 
ring without particular relation to the pregnancy, the 
bacteriological reports being used to check the clinical 
findings. 


(1) the whole 


cases which a 


General Findings 


The 954 cases were divided into the following groups : 


No. of cases 
Pyrexia of no significance 199 
Genital tract _ te - 141 
Urinary .. “es — te sy" 132 
Breast .. sis o. ; ; 48 
Non-obstetric 71 
No cause found. 63 


The 499 cases of pyrexia of no significance consisted 
mainly of patients whose pyrexia, often in the day follow- 
ing delivery, was slight and not maintained. In these 
cases also the pyrexia settled within twenty-four hours 
without treatment, symptoms, or positive findings. 
In contradistinction the 63 cases in which no cause was 
found consisted of patients who had a definite and 
continued pyrexia, but in whom clinical and bacterio- 
logical investigation yielded no result. This group also 
contained those cases in which bacteriological examina- 
tion was inadvertently omitted. 

Other difficulties arose in classifying these cases : 

(1) The same pathogen was sometimes 
high vaginal swab and catheter specimen of urine. In these 
cases the presence of a considerable number of pus cells 
in either site was taken as the deciding factor. 

(2) In some cases the temperature was high but the bacterio- 
logical and clinical findings were not substantially significant. 
To avoid classifying such cases on inadequate grounds they 
were labelled ** no cause found.” 

(3) In some patients a pathogenic organism was isolated 
but with a minimal rise of temperature ; these were reluctantly 
placed in the relevant group. 


isolated from both 


Genital-tract Infections 

The decision to include cases in this category was made 
on an assessment of clinical and bacteriological findings 
taken together. 
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The presence of clinical signs, of known pathogenic 
organisms, and of intracellular organisms in the purulent 
discharge, and the response to treatment were all used 
to decide whether a case should be placed in this category 
or not. For instance, the one case in which Staphylo- 
coccus albus is listed as the causal organism was decided 
on definite clinical evidence and response to treatment. 
The organisms isolated from the high vaginal swabs 
in the 141 cases of genital-tract infection were as 
follows : : 
Organism 
Anaerobic streptococcus 
Aerobic non-hremolytic stre ptoc occus. 
Staph. albus . = “ 
Bact. coli 
Strep. viridans 
Diphtheroids 


No. of cases 
48 (34-:0%) 
19 (13-5%) 
1 (<1:0%) 
8 (6:0%) 
11 (8-0%) 


— 1 (<1:0%) 
Diphtheroids and Bact. colt : 2 (1-5%) 
Diphtheroids and senate albus 3 (2-0%) 
Staph. aureus 23 (16-56%) 
CL. welchii Seth AP Ae 1(<10%) 
$-heemolytic streptococcus group C .. 1(<1:0%) 
8-hemolytic streptococcus group D .. 2 (1:5%) 
B-heemolytic streptococcus group G 8 (6-0%) 
8-hemolytic streptococcus (ungroupable) 8 (6-0%) 
Gonococcus . 1(<1:0%) 
Strep. viridans and Bact. coli .. bs es 1 (<1:0%) 
Anaerobic streptococcus and Staph. aureus. . 1(<1:0%) 
No significant organism isolated 2 (15%) 


Total 141 


The distribution of organisms differs from that reported 
by other workers (Little 1905, Stander 1945). The 
notable feature is the complete absence of group-A 
hemolytic streptococci ; recently, however, an outbreak 
of infection due to this organism occurred in this hospital 
(Gibson and Calman 1953). The importance of anaerobic 
streptococci is clear, and Staph. aureus seems to be a 
frequent pathogen ; this later organism appears to be 
responsible for more infections than previously and 
occurs often in various types of infection throughout the 
hospital. Many of the other organisms reported may in 
fact be saprophytic and not related to infection. 


Urinary-tract Infections 


The organisms isolated from 132 cases of urinary- 
tract infection were as follows : 
Bact. coli oe ‘. aie 96 
Strep. faecalis 11 
Mixed growth 18 
Staph. aureus os a ia 5 
Paracolon - = ee ae 2 


In assessing such cases more importance was placed on the 
presence or absence of pus than on isolation of the 
organism alone, and in all these cases pus cells were 
present in fair numbers. 

The organisms isolated from the urine show the 
expected preponderance of coliforms. The place of 
the fecal streptococcus as an infecting organism in the 
urine is not entirely clear, because the urine can easily 
be contaminated with this organism while the specimen 
is being collected. Nevertheless in some cases strepto- 
cocci are seen alone together with pus cells and must 
be regarded as causing the infection. On the other hand, 
the occasional case in which Staph. aureus was isolated 
is in keeping with the frequency with which the organism 
is being found in other sites. 

Breast Abscess 

The criteria for accepting the breasts as a cause of 
pyrexia were strict, engorgement alone being accepted 
in only 2 cases out of 48 ; in both of these there were no 
other positive findings and the temperature settled 
without treatment at the same time as the engorge- 


ment subsided. In 13 cases pus was obtained either 
by incision or by expression. Staph. aureus being the 
causal organism in each case. In the remaining 33 
cases the mastitis was definite and subsided with anti- 
biotic treatment. 


Non-obstetric Causes 

In this group were placed such things as minor sepsis, 
excluding that of the genital tract, and general medical 
conditions ; they were as follows : 





3 


enic 
lent 
ised 
rOry 
rylo- 
ided 
it. 
vabs 
. as 
cases 
)%) 

i %) 
0%) 
% ) 


yrted 
The 
up-A 
yreak 
‘pital 
robic 
be a 
o be 
and 
t the 
ay in 


nary - 


om the 
f the 
were 


y the 
ce of 
n the 
easily 
cimen 
repto- 
must 
hand, 
olated 
anism 


use of 
epted 
ere no 
settled 
gorge- 
either 
ig the 
ng 33 
| anti- 


sepsis, 
.edical 





THE LANCET] 


No. of cases 
Thrombosis and hematoma 9 
Chest 5 oe ae 23 
Upper respiratory tract 24 
Minor sepsis a a 3 
Enteritis 2 
Total .. a 71 


Of the patients with infections of the chest and respira- 
tory tract 14 had undergone general anesthesia; this 
represents only 0-5% of the patients anzesthetised during 
the year. 
No Cause Found 

There remained a substantial group of 63 cases (14%) 
in which we were unable to discover any cause for the 
rise in temperature. 


Correlation of Pyrexia with Previous Events 
The second part of this investigation was an attempt 
to correlate the pyrexia with any predisposing cause, 
such as obstetric manceuvres and blood-loss. 
Infections of Genital Tract 
92 cases (65°) had experienced some interference or 
tissue damage; the manceuvres performed in these 
cases were as follows : 
No. of cases 
42 


Episiotomy 

Tears — a 2 sie as 35 
Manual removal a a 5 6 
Ceesarean section oie <= ame +] 


This left 49 cases (35°) in which delivery was spon- 
taneous without tears or interference. We were unable 
to show any clear relationship to delivery by forceps, 
the 77 cases in which there were tears and episiotomies 
containing almost equal numbers of spontaneous and 
forceps deliveries. (In 95% of all forceps deliveries 
an episiotomy was done.) 
Manual Removal 

This was done on 52 occasions in the year; 8 of these 
patients had a rise in temperature, 2 being due to 
urinary infections ; in the remaining 6 the genital tract 
appeared to be the site of infection, the infecting 
organisms being Cl. welchii, anaerobic streptococcus, 
Bact. coli (2 cases), Staph. albus, and Strep. viridans. 
Cesarean Section 

After 39 of the 117 such operations there was a rise 
in temperature to 99-4°F, the causes of the pyrexia 
being as follows : 

No. of cases 


Genital infection oe .a oe { 
Urinary .. ac re che te 8 
Thrombosis and hematoma .. me 3 
Medical .. 1 


Temp. Ist 24 hours only ay au 9 
No cause found. . ss : 9 
Blood-loss 

During the year under consideration 111 cases of 
postpartum hemorrhage occurred, and of these 35 
reached the 99-4°F level of pyrexia; in addition 4 
other patients with this pyrexia had an antepartum 
hemorrhage. These figures showed no greater incidence 
of pyrexia than the number that would be expected in 
111 deliveries, since about a third of all the patients 
delivered during the year reached this standard of 
pyrexia (see above). We were therefore unable to 
show any close relationship between blood-loss and 
pyrexia. 

Comments 

In the same way we attempted to relate infections of 
the urinary tract to obstetric mancuvres, but the 
results were inconclusive, except as regards cesarean 
section, in which group 20% of the pyrexias were due 
to infections of the urinary tract. 

The réle of trauma in predisposing to infection has not 
been established in our cases, but this may have been 
influenced by the fact that all the patients were treated 
in hospital and that usually we did not have any severe 
infections within this period. Whether the effect of 
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trauma on the infection-rate would have been greater 
if treatment of shock and hemorrhage had been less 
adequate is an open question. 

In considering the bacteriology of  genital-tract 
infection it was remarked that many of the organisms 
might be saprophytic. We felt that in many instances 
organisms were isolated from the high vaginal swab 
which can be shown to be present in the vagina of normal 
patients and cannot be regarded as always pathogenic 
when isolated from a patient with pyrexia. In some 
cases, however, organisms of low virulence can cause 
infection in damaged tissue. 

This has led us to investigate afresh the whole question 
of uterine and high vaginal swabs as a method of diagnosis. 
Previous work on the interchangeability of these methods 
has largely been related to infections with the haemolytic 
streptococcus, and with the changes in emphasis which 
we have found the situation has altered considerably. 
The results of the further investigation, although incom- 
plete, throw considerable doubt on the value of the 
high vaginal swab in non-streptococeal cases of pyrexia. 

It does seem, however, that the cases which have 
clinical signs of uterine infection are also those in which 
the bacteriological findings are unequivocal; and, 
further, that many cases considered to have low-grade 
uterine infection on the results of high vaginal swab 
examination do not in fact have more than local trauma 
and absorption of autolysed tissue as a cause of their 
ee Notifiable Pyrexia 

The third part of our investigation concerned those 
cases in which the new Ministry of Health standard of 
100-4°F was reached. This occurred in 188 cases 
(7% of the year’s total), as follows : 


Vo. of cases 


Urinary tract 55 (29%) 
Genital tract 49 (26%) 
Non-obstetric 30 (16%) 


Breast 3 ¢ ad : 21 (11%) 

No cause 2° “a : 33 (17%) 
It is interesting to compare this distribution with 
Gibberd’s (1947) classification of 378 cases of notifiable 
pyrexia at Guy’s Hospital in 1928-37 : 


Total number of cases oa — 188 378 
Genital ara ao aie as 26% 54% 
Urinary = 7 ie wig 29% is% 
Breast oe rr : i 11% 7% 
Respiratory and other infections .. 16% 21% 
No cause wie 17% 


There are two obvious major differences in the present 
series: (1) the decrease in genital infection and the 
corresponding relative increase in urinary infection ; 
and (2) the presence of a ‘‘ no cause found ’’ category. 
This classification is necessary because of two factors : 
(a) pyrexia occurring once only requiring notification, 
and (b) pyrexia within twenty-four hours of delivery 
being notifiable. In the past few years the rate of 
notifiable pyrexia (according to the old standard) 
in this hospital and other similar units has stood at 
about 3%, judged by the published reports. The 
notification-rate will be at least doubled by the new 
standaid ; the publication of figures resulting from the 
increased rate of notification may produce unreliable 
or even alarming appearances. Of the 188 cases of 
notifiable pyrexia listed above, only 26° were due to 
infections of the genital tract, and of them more than 
half were clinically mild; hence perhaps 10% of all 
notifiable cases (18 cases in the year) had a moderate or 
severe genital infection. As regards cesarean section, 
22 cases out of 117 (19%) reached the new notifiable 
temperature, in 8 of these cases the pyrexia occurred 
only in the twenty-four hours after operation, and in 2 
others the pyrexia occurred once only without positive 
findings. Therefore in 10 out of 22 notifiable cases the 
temperature settled without treatment or positive 
findings. (Of the remaining 12 patients only 3 appeared 
seriously ill.) 
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Conclusion 

We feel that, if an alternative can be devised which 
would involve notification of cases of true genital- 
tract infection only, this would encourage notification 
of exactly those cases for which this procedure was 
devised. The main object of notification is to bring 
infectious diseases under rapid control and to prevent 
their spread from patient to patient ; the only important 
cause of puerperal pyrexia which falls within the scope 
of this objective is infection of the uterus by hamolytic 
streptococci belonging to Lanecefield’s group A. We 
therefore suggest that the older practice of notifying 
cases of uterine infection rather than puerperal pyrexia 
should be restored. Today general practitioners are 
accustomed to coéperate with the Public Health Labora- 
tory Service in the control of infectious diseases—e.g., 
diphtheria—and it might be that confining notification 
to proved streptococcal cases would give more evidence 
of epidemiological value than does the present system. 

If, on the other hand, this is felt to be impracticable, 
we think that notification as a whole should be abandoned. 
We do not consider that further adjustments in the level 
of pyrexia would serve any useful purpose. 


Summary 
All cases in which there was a rise of temperature in 
the puerperium during 1951 at Queen Charlotte’s Hos- 
pital are reviewed and classified according to cause 
and relationship to obstetric manceuvres. 
The incidence of notifiable pyrexia is discussed and the 
present standard considered. 


We wish to thank Dr. John Murray and Mr, G. F. Gibberd 
for valuable advice ; and the staff of the records department, 
especially Miss Jacobson, the records officer, for the initial 
separation of the pyrexial cases. 
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THE neurological manifestations of cervical spondy- 
losis are described in detail by Brain et al. (1952) in a 
comprehensive article in which they report medical and 
surgical experience with 45 patients of their own. These 
workers draw attention to the extraordinary variations 
in the mode of presentation of the disorder. 

In a large proportion of cases of cervical spondylosis 
sensory symptoms and signs differentiate the disorder 
clearly from any form of motor-neurone disease. That 
confusion can arise, however, is shown by Brain’s 
allusion to cases in which amyotrophic lateral sclerosis 


ARTICLES [SEPT. 26, 1953 


had previously been diagnosed. Failure of the condition 
to progress led to subsequent review of these patients, 
and they were found to have cervical spondylosis. 

We have recently become aware that cervical spondy- 
losis may also produce a syndrome closely resembling 
progressive muscular atrophy with wasting, weakness, 
and fibrillation of the upper limbs, yet clearly differing 
from the painful amyotrophy with associated sensory 
signs which results from the traumatically induced 
lateral protrusion of cervical dises described by Semmes 
and Murphy (1943) and Spurling and Scoville (1944). 

The cases described here show the close clinical 
resemblance which may exist between certain manifes- 
tations of cervical spondylosis and those of motor- 
neurone disease, both in its guise of amyotrophic lateral 
sclerosis and in that of progressive muscular atrophy. 


Cases Simulating Amyotrophic Lateral Sclerosis 


Case 1.—A man, aged 62, was first seen in August, 1941, 
at the age of 50. At that time he gave six months’ history 
of stiffness in the right leg, followed within a few weeks by 
stiffness in the right hand, weakness of both legs, and a 
tendency to spontaneous clonus on sitting down. 

Examination at that time revealed wasting, weakness, and 
fibrillation of the small muscles of the hand; right plantar 
response doubtfully extensor ; right arm-jerks brisker than 
left ; and no sensory loss. On this evidence motor-neurone 
disease was diagnosed, but the patient was not seen again 
until July, 1952, when he said that his leg stiffness had 
remained more or less static during the intervening period, 
but that in July, 1951, the disability had begun to increase, 
and in addition he had noted some weakness and wasting 
of the right forearm and hand. 

Re-examination revealed that, in addition to his spastic 
paraparesis and extensor plantar responses, he had developed 
wasting of the right arm, with fasciculation in the proximal 
muscles on both sides. All his tendon-reflexes were brisk. 
There was still no sensory loss. In December, 1952, he was 
seen again and mentioned for the first time a sensation of 
pricking on the index finger of the right hand. On this 
occasion a new sign of impairment to pinprick over the right 
index and up the medial section of the forearm was noted. 

Radiography of the cervical spine revealed a slight diminu- 
tion of the C5—C6 dise space, and some osteophytes (fig. 1). 
On flexion and extension movement was normal at all levels. 

Other investigations.—The cerebrospinal fluid (c.s.F.) was 
under a pressure of 120 mm. H,O, dynamics normal, and 
contained protein 35 mg. per 100 ml., and no increase of 
globulin. A Lange test was normal. Myelography (fig. 2) 
revealed dise protrusion not only at C5—C6 but also at C3—C4. 

Diagnosis.—The lengthy duration of this condition, coupled 
with the development of sensory symptoms and signs after 
so long an interval, seemed to make the original diagnosis 
of motor-neurone disease untenable, and the myelographic 
findings supported the view that the symptoms were due to 
cervical spondylosis. 

Treatment.—A leather collar was fitted, and when he was 
last seen the patient said that there had been some improve- 
ment in the power of his right arm and hand, though the 
signs were otherwise unchanged. 


Case 2.—A male railway worker, aged 57, was seen on 
March 7, 1952, complaining of stiffness of the legs and loss 
of power and control of the right hand and arm. Two years 
earlier he had experienced dragging, first of the right leg 
and soon after of the left. After twelve months his right 
hand became stiff, weak, and uncontrollable, and he had 
noted weakness of the muscles of the shoulder and arm. 
Though conscious of the flickering in the wasted muscles he 
had at no time had any pain or paresthesiz. 

Examination revealed blood-pressure 230/140 mm. Hg. ; 
heart, lungs, abdomen, and cranial nerves normal; wasting 
of muscles of shoulder-girdle bilaterally, more pronounced 
on the right; widespread fasciculation in all the affected 
muscles; both legs spastic; tendon-reflexes very brisk in 
arms and legs; abdominal reflexes absent ; plantar reflexes 
extensor ; sensation normal except for diminished vibration 
sense in the legs. 

Investigations.—The Wassermann reaction was negative in 
blood and c.s.e. The c.s.F. contained 2 cells per c.mm. and 
protein 55 mg. per 100 ml. A blood-count and a fractional 
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Fig. 1—Case |: slight diminution of C5—Cé6 intervertebral disc space, 
with formation of osteophytes. 


test-meal were normal. Radiography of the cervical spine 
showed evidence of osteo-arthritic change. Cisternal myelo- 
graphy revealed subluxation at C3-C4, with a break in the 
‘“Myodil’ column. A more obvious defect appeared at 
C5-C6. 

Diagnosis and treatment.—On the radiological evidence 
the clinical temptation to attach a diagnosis of amyotrophic 
lateral sclerosis was easily resisted. A leather collar was 
applied, and there has been some subjective improvement in 
the patient’s condition in the past twelve months, although 
the signs remain unchanged. ‘There is still no pain and still 
no sensory change. 

Case 3.—A man, aged 56, was first seen in June, 1951. 
Three years earlier he had experienced progressive weakness 
of the legs. After eighteen months he noticed in addition 
that there was an intermittent flickering of the small muscles 
of the hand, followed after an interval of a few months by 
some wasting. Investigation at another hospital at this 
stage led to the diagnosis of motor-neurone disease, eminently 
justifiable on the evidence then available. Shortly before 
being seen in the neurological clinic, however, he had 
experienced intermittent “ deadness ”’ of the legs. 

Examination revealed wasting and fasciculation of the 
transverse head of the left adductor pollicis muscle, a spastic 
paresis of both legs, and a generalised hyper-reflexion. The 
plantar responses were extensor. No superticial sensory loss 
was detected, but there was some diminution of vibration 
sense in the legs. The new complaint of a sense of deadness 
led to his admission to hospital, and on admission two months 
after the initial examination he had developed, in addition 
to his motor signs, a rather patchy impairment of superficial 
sensation in the lower limbs. His vibration sense was 
definitely impaired, and he made a few mistakes in position 
sense in the toes. 

Investigations.—A blood-count was normal. The Wasser- 
mann reaction was negative in the blood and the C.s.F. 
A fractional test-meal was normal. The c.s.F. contained 
1 cell per c.mm., protein 80 mg. per 100 ml., and a small 
amount of globulin. A Lange test was normal. Radiography 
of the cervical spine showed pronounced degeneration of 
dises and osteo-arthritic lipping. Cervical myelography 
showed indentation of the myodil pattern at C3-—C4, C4-C5, 
C5-C6, and C6—C7, with subluxation at C3-C4. 

Treatment.—A leather collar was fitted, and with this the 
patient appeared to improve a little at first. In March, 1952, 
however, he was readmitted because he said that the numbness 
in his legs had become more severe and he had begun to have 
some precipitancy of micturition. Clinical re-examination 
revealed a very slight increase in his signs, sensory and 
motor. After consultation with Mr. Richard Johnson skull 
traction was applied as a prelude to operation. The patient 
then developed bilateral femoral thrombosis and subsequent 
pulmonary infarction, and his subsequent course has been a 
steady battle against the increasing disability resulting from 
the enforced immobility. His collar was reapplied, with great 
benefit to the fasciculation and wasting in the left hand, which 
now appears almost normal. 


Case 4.—A woman, aged 69, was seen on Jan. 30, 1953, 
complaining of weakness of the arms and stiffness of the legs. 
Fourteen months earlier she had fallen in the street but 
suffered no obvious ill effects. Four months after this, 
however, she began to have stiffness in the legs, and within 
another month she experienced great difficulty in using her 
hands and arms for such activities as combing her hair and 


Fig. 2—Case |: interruption of myodil pattern at C3-C4 and C5-Cé 
intervertebral disc spaces. Patient is prone. 


using a knife and fork. The symptoms had progressed 
steadily, until at the time of examination she was bedridden. 
There had been no pain and no other sensory symptoms. 
She had been sepn at another hospital, where amyotrophic 
sclerosis had been diagnosed. 

Examination showed profound wasting and weakness of 
the proximal muscles of the arm, with slight wasting and weak- 
ness of the forearm and hand. There was intermittent 
fascicular twitching of all these muscles. The legs were 
spastic. All the tendon-jerks were brisk. The plantar 


reflexes were extensor. Vibration sense was absent in the 
legs ; sensation otherwise normal. 
Investigations.—A blood-count was normal. The Wasser- 


mann reaction was negative. The C.s.F. contained | cell per 
c.mm. and protein 50 mg. per 100 ml. Radiography of the 
cervical spine showed cervical spondylosis with narrowing 
of dise spaces C4—C5, C5-C6, and C6-C7, and subluxation at 
C3-C4. Cervical myelography showed indentations in the 
myodil column at C4—C5, C5-C6, and C6-C7 interspaces, 


Cases Simulating Progressive Muscular Atrophy 


Case 5.—A bus-driver, 1ged 59, was seen on Aug. 17, 1951, 
complaining of weakness, wasting, and twitching of the 
muscles of the right arm. Six months earlier he had noted 
flickering and jumping of the muscles of the right arm and 
forearm, at times so violent as to awaken his wife at night. 
Two months later he developed difficulty in pulling the 
steering wheel of his bus round for a right-hand turn, and 
these symptems steadily progressed. At no time had he 
experienced any pain or paresthesia. 

Examination revealed that abnormalities were confined to 
the right arm and comprised weakness and wasting of all the 
muscles of the arm, forearm, and shoulder, particularly of 
the extensors of the wrist. Coarse fasciculation was noted 
in all the affected muscles, but mostly in biceps and in the 
extensors of the wrist. The tendon-reflexes were a little 
brisker in the right arm, There was no sensory loss. 

Investigations.—A full blood-count was normal. The 
c.S.F. was under a pressure of 120 mm. H,O, dynamics 
normal, and contained 1 lymphocyte per c.mm., protein 
35 mg. per 100 ml., and no increase of globulin. A Lange 
test was normal, The Wassermann reaction was negative 
in blood and c.s.F. Radiography of the cervical spine showed 
dise degeneration with osteo-arthritis in all the lower cervical 
segments, as was also shown by cervical myelography (fig. 3), 
there being a definite break in the myodil at C4—C5 dise space, 





Fig. 3—Case § : abnormality of C4—C5, C5--Cé, and C6—C7 intervertebral 
disc spaces. In myodil pattern there is only a trickle of myodil 
lying in the left lateral gutter, compared with good filling above 
and below lesion. Patient is prone. 











and poor filling from C4-C5 to C6—C7 due to lifting of the dura 
by osteophytes. 

Treatment.—A leather collar was fitted to this patient on 
March 7, 1952; and after he had worn it for only two weeks 
the coarse fasciculation of the arm had subsided greatly. At 
the end of two months there was no involuntary movement 
at all. The right forearm was still thin, but no fasciculation 
could be seen. The wearing of the collar was reduced to 
half-days. After four months he was driving his bus normally, 
wearing his collar only when not on duty. When last seen 
on March 27, 1953, he was perfectly normal, with full strength 
in all muscles, and had been without the collar for three 
months. 

This patient is of special interest for three reasons : 
(1) the purity of the motor signs and symptoms ; (2) the 
extreme changes in the cervical spine accompanied by 
a strictly circumscribed diminution of function, in 
contrast to the findings in case 1, who, with scanty 
neurological findings, was much more disabled physically ; 
and (3) the great benefit which can result from 
conservative treatment of this type of case. 

Case 6.—A man, aged 56, was seen on Oct. 9, 1952, with 
three years’ history of progressive weakness and wasting of 
the left hand and arm. Six months before being seen he 
developed some wasting of the small muscles of the right 
hand and had himself noticed a little twitching of the ‘* muscles 
near the thumb.” At no time did he experience pain or 
paresthesizw, though he had noticed some aching of the muscles 
of his neck if he remained in one position for any length 
of time. 

Examination revealed that abnormalities were confined to 
the motor system and to the upper limbs. There was 
pronounced wasting of the small muscles of the left hand. 
The muscles of the left forearm seemed a little thinner than 
those of the right. On the right side there was some wasting 
of the interossei and there was fasciculation in the transverse 
head of the adductor pollicis. All the reflexes were brisk. 
There was no sensory loss, and the plantar responses were 
flexor. 

Investigations.—A blood-count was normal. The Wasser- 
mann reaction was negative in blood and c.s.F. The C.s.F, 
was under a pressure of 40 mm. H,O, dynamics normal, and 





Fig. 4—Case 6: large dent in myodil pattern at level of diseased 
Cé—C7 intervertebral disc. 


contained 1 lymphocyte per c.mm., protein 35 mg. per 100 ml., 
and no increase of globulin. A Lange test was normal, 
Radiography of the cervical spine showed osteo-arthritis with 
disc degeneration in the lower cervical segments. Cisternal 
myelography revealed a frank protrusion into the myodil 
column at the C6—C7 dise space consisting mainly of posterior 
osteophytes (fig. 4). 

Treatment.—A leather collar was fitted to this patient on 
Jan. 5, 1953, and when seen on April 14 he showed great 
improvement. An enthusiastic pianist, he had suffered 
considerable disability during the development of his muscular 
weakness, but after the application of the collar he rapidly 
improved. The degree of muscle wasting was less, the power 
in the hand increased, and the fasciculation of the adductor 
pollicis had cleared. There was still some weakness of the 
interossei, but power was still increasing. 

Case 7.—-A woman, aged 45, was seen on Jan. 30, 1953, 
complaining of weakness of the hands. Three years previously 
she had experienced difficulty in extending her right index 
finger. After two years the ulnar three fingers of the left 
hand developed similar trouble, while the right hand also 
became increasingly clumsy. 
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Examination revealed wasting and weakness of both 
forearms, particularly of the extensor groups. There was 
also some weakness of the interossei, and fine movements 
could not be performed well. The left arm-jerks were 
diminished and the left plantar reflex was doubtful. Sensa- 
tion was normal in all modalities. Examination at another 
clinic led to a diagnosis of progressive muscular atrophy. 

Investigations.—Electromyography revealed fibrillation 
potentials in the extensors of the wrists and fingers, and in 
the left first dorsal interosseous muscle. Radiography of the 
cervical region showed definite diminution of C5-C6 and C6—C7 
dise spaces, with associated posterior osteophytes, and 
myelography confirmed these abnormalities. 

Case 8.—A man, aged 57, seen on March 28, 1953, stated 
that twelve months previously he had first experienced 
difficulty in holding a golf-club with his left hand. He had 
no pain and no sensory disturbance. After six months he 
noted wasting of the small muscles of the left hand, particularly 
in the first interosseous space. The condition had progressed 
slowly but steadily, and he began to notice flickering in the 
medial muscles of the forearm, as well as in the hand. Pro- 
gressive muscular atrophy had been diagnosed before his 
arrival at the neurological department. His previous medical 
history was irrelevant, and there was no history of injury. 

Examination revealed that the abnormalities were confined 
to the muscles of the left hand. There was loss of muscle 
bulk in the transverse head of the left adductor pollicis, with 
guttering of the hand. The hypothenar and thenar eminences 
were reduced on this side, and there was definite weakness 
of the wasted muscles. Fasciculation was seen in the trans- 
verse head of the adductor pollicis, Sensation was normal. 
The reflexes were brisk and equal. 

Radiography of the cervical spine showed considerable disc 
degeneration and osteophytosis at C5-C6 and C6-C7. 


Discussion 


The questions raised by these cases may be grouped 
under diagnosis and management. 
Diagnosis 

The diagnostic significance is obvious, and is emphasised 
particularly by case 1, in whom a very reasonable 
diagnosis of motor-neurone disease was made twelve 
years earlier. The bad prognosis of motor-neurone 
disease is such as to discourage this diagnosis, and the 
knowledge that cervical spondylosis may simulate motor- 
neurone disease so closely leads to the careful investiga- 
tion of this diagnostic possibility. Of our 8 patients 
6 were male, and these, though all aged more than 50, 
still retained a useful position in the community. Case 1 
indicates the length and type of course which may be 
expected in the cervical spondylotic, even without 
treatment—a point of considerable importance in advising 
patients and their families. 

Management 

The best course of action is not yet clearly defined. 
Indeed, one is tempted to suggest that no single line of 
therapy will ever prove to be correct for all the cases. 

It seems reasonable to suppose a priori that operation 
in spondylosis with diffuse affection of the various 
intervertebral joints is unlikely to produce a_ very 
satisfactory result unless there is a very large single 
filling defect in the myodil pattern on myelography, 
and even in such cases simple excision may not yield 
any great benefit. The intention in case 3 (in codperation 
with the department of neurosurgery) was to apply 
traction and then to excise the supposed projecting disc 
and osteophytes, but the period of immobilisation carried 
with it its own unfortunate sequele. Even in this 
patient, however, considerable improvement has taken 
place in the weak, wasted, and fibrillating left hand as 
a result of the application of a leather collar. 

The next most active line of therapy is to apply skull 
traction for three or four weeks, and then to put on a 
Minerva plaster for from three to six months. This 
has certainly produced satisfactory improvement in 
some cases of cervical spondylosis but was not used in 
the present series. 
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The third main course open (apart from no treatment 
at all) is the application of a collar with breast and 
back plate (made of either leather or moulded plastic). 
This method proved very successful in cases 4 and 6 
and partially so in case 3, and has been used with similar 
success in some of our other cases without pyramidal 
signs and. particularly where pain was severe. Bony 
fixation with grafts into the cervical spine has been 
suggested as a means of producing more permanent 
splinting of the affected region. 
Clinical Pictures 

Numerous theories have been advanced to explain the 
diverse clinical pictures produced by these osteochondral 
abnormalities. The concept of direct pressure of the 
projections upon the cord, the rootlets within the theca, 
or the combined roots at their point of emergence 
through the intervertebral foramen has the appeal of 
simplicity and has been favoured by Spurling (1944), 
Spillane and Lloyd (1952), and Brain et al. (1952). That 
this is not entirely true is suggested by the response 
of cases to restriction of movement of the cervical spine. 
This improvement appears to support the alternative 
suggestions of direct rubbing of the cord and roots on 
the osteochondromatous projection (Bedford et al. 1952) 
or else of intermittent interference with the blood-supply 

again by relative movements of the spine and cord 
from the anterior spinal artery and its branches. In 
further support of this is Allen’s (1952) observation on 
blanching of the cervical cord during operation when 
the neck was flexed. It is quite possible that both these 
mechanisms are at work, but in either case temporary 
fixation would produce improvement both of upper and 
lower motor-neurone symptoms. Our present advice to 
these patients is that they should wear their collars 
continuously for the first three months, then wear them 
only at work or at times of fairly active movement, as 
in recreation, for a further three months. We suggest 
that after that time the collar may be left off to await 
developments. Only time will show the long-term value 
of this course. 
Summary 


Of 8 cases of cervical spondylosis 4 displayed the 
clinical picture of amyotrophic lateral sclerosis and 4 that 
of progressive muscular atrophy. 

In treatment the application of a leather collar has 
given good results, particularly when a lower motor- 
neurone affection is predominant. 


It is a pleasure to acknowledge the help received from 
Dr. F. R. Ferguson, under whose care the patients were. 
The radiological findings are reproduced by courtesy of 
Dr. R. G. Reid and Dr. C. P. Moxon, of the department of 
neuroradiology, and with the help of Dr. R. G. Ollerenshaw, 
of the department of medical illustration. 
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‘“ 


. . . If a city is miraculously efficient, crammed with 
goods, bristling with services, glittering with all the latest 
ingenuities, but is also filled with people who are worrying 
themselves sick or becoming ugly-minded and cruel, or turning 
into dim robots, then that city is a flop. If the people in the 
neighbouring country are comparatively poor, have few 
possessions, no gadgets, no great organisations, but contrive 
to live zestfully, laugh and love, still enjoy poetry and music 
and talk, then that country has succeeded.”’—J. B, PRIESTLEY, 
New Statesman and Nation, Sept. 5, 1953, p. 251. 
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MALARIA CONTROL IN BORNEO 


JoHN McArTHUR 
M.R.C.S. 


LATE DIRECTOR OF MALARIA RESEARCH IN NORTH BORNEO, 
SARAWAK, AND BRUNEI 


Just after the war [ reported that Anopheles maculatus, 
the chief vector of malaria in Malaya, was of no importance 
as a vector in Borneo, whereas A. balabacensis (then 
known as A. leucosphyrus*), generally regarded as 
harmless in other countries, was the chief, and generally 
the sole, vector throughout the greater part of Borneo 
(McArthur 1946). 

It had been found that A. balabacensis bred only 
under jungle shade, and that clearance of shade and 
admission of sunlight led to immediate disappearance 
of this mosquito. It was natural, therefore, to suppose 
that clearance of jungle over breeding-places of A. bala- 
bacensis would eradicate not only this insect but also 
the malaria which it carried. There was a good deal of 
indirect evidence in support of this supposition, and in 
view of its practical importance an experiment had been 
begun, before the war, in Tambunan, North Borneo. 
This, however, had been interrupted by the Japanese 
occupation. 

PRESENT INVESTIGATION 

In 1949 this experiment was again established. In the 
selected area of about ten square miles, which was 
occupied by five villages, the proportion of the popula- 
tion having enlarged spleens had averaged just over 
80% in the previous thirteen years. In this area the 
breeding-sites of A. balabacensis were carefully defined 
and they were then cleared to admit sunlight, by a 
gang of about 50 coolies working for about three months. 
Finally, the incidence of malaria in the area was 
investigated in each of the next three years. 

This valley was selected partly because the prevalence 
of malaria in it had remained practically the same for 
many years, and partly because it was one of the most 
difficult situations to deal with, so that the experiment 
might be completely convincing. 

; RESULTS 

Breeding.—The breeding of A. balabacensis had been 
widespread in this valley during every examination for 
many years. Shortly after the clearing operations in 
1949 the breeding of this mosquito fell to about 5% 
of its previous level, and this degree of control appears 
to have continued over the whole three years of the 
experiment without significant further work. 

Enlarged Spleen.—The spleen-rate, which had remained 
constant for many years in this valley, was 86% 
just before the clearing. A year after the clearing 
it had fallen, for the first time on record, to 56%, and in 
the next two years it fell to 53% and 45% successively. 
This reduction may reasonably be attributed to the 
clearing and to the control of A. balabacensis breeding. 

Transmission of Malaria.—Some transmission of 
malaria remained, however, as was shown by parasites 
in the blood of young babies. This was probably due 
to the infiltration of infected A. balabacensis through 
the jungle from surrounding highly malarious villages. It is 
therefore extremely desirable that further work should 
be done over a wider area to eliminate such infiltration. 

Comparison Area.—A very interesting finding was 
made in a neighbouring valley which had been selected 
as a comparison area. In this valley the spleen- 
rates had remained steady at 100% at every exami- 
nation in thirteen years, but it suddenly fell to 75% 
during the last survey in 1952, and for the first time 











* Recent research has shown that the vector of malaria in Borneo is 
more correctly called Anopheles leucopshyrus var. balabacensis 
or A. balabacensis, and this name will henceforth be used 
(Colless 1950). 
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on record children were then found without evidence 
of malaria. This seemed at first to render the observa- 
tions in the experimental area invalid ; but an examina- 
tion of the comparison area discovered the probable 
reason. 

For many years previously conditions had remained 
exactly the same under an elderly village headman. 
In 1951, however, this old man died and was succeeded 
by a new and younger headman, who cleaned up his 
village, distributed drugs to the children, and applied 
anti-mosquito measures by drainage and clearance. 
Thus, far from invalidating the findings in the experi- 
mental area, this village proved the ability of the people 
to tackle malaria on their own initiative. 

The clearing in the experimental area lasted much 
longer than was at first expected, and such clearing 
can be maintained permanently if the people cultivate, 
or graze their cattle in, the moist fertile areas thus 
exposed. Newer methods of clearing by spraying with 
selective herbicides—one spraying of which is claimed 
to be effective for five years—may prove an economical 
means of malaria control which is worthy of further 
study. 

CONCLUSION 

This experiment, therefore, has given to Borneo 
a proved method of malaria eradication which is simple 
yet effective, economical, and permanent; which can 
be put into effect by the villagers ; and which at the 
same time encourages the agricultural and economic 
development of the country. 

It is hoped that this method may be of value in all 
those areas where A. balabacensis is the vector—over 
the hilly jungle-covered country which extends from 
Assam in the east as far as Celebes in the west. 


SUMMARY 


Jungle clearance with the admission of sunlight to 
breeding-places of A. balabacensis led to a 95% reduction 
of breeding of this mosquito, and a significant fall in the 
incidence of enlarged spleens in an area of hyperendemic 
malaria. 

The importance of extending the area is emphasised, 
to eliminate the possible infiltration of infected mosquitoes 
from other areas. 

This method of malaria control is effective, economical, 
and permanent ; can be put into effect by the inhabitants ; 
and contributes to the health and wealth of the land. 
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A FOREIGN BODY IN THE ILEUM 
C. M. OTTLEy 
M.A., B.M. Oxfd, F.R.C.S. 


SURGEON, NEW SUSSEX HOSPITAL FOR WOMEN, BRIGHTON 


Ir is difficult to understand how a metal object almost 
as large as a halfpenny can be swallowed unwittingly by 
a person apparently sane and sober ; but, as the following 
report shows, the thing can be done. 


A woman, aged 61, was sent to the outpatient clinic by 
Dr. L. Garrett with a diagnosis of subacute intestinal obstruc- 
tion, probably caused by adhesions following a total hysterec- 
tomy for fibroids twelve years previously. The patient stated 
that two weeks earlier she had been suddenly seized with 
severe abdominal pain and had vomited once. She had had a 
similar attack of pain a year before, but it lasted only a few 
hours and she did not send for the doctor. On the present 
occasion the pain continued to recur in colicky fashion and 
the doctor was summoned. The patient stoutly refused to 
allow him to arrange immediate admission to hospital and 
insisted on being treated at home. There was no more 
vomiting, and the bowels acted daily, but attacks of colic 
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continued to occur, and she finally consented to go to hospital 
as an outpatient. 

Examination disclosed only one abnormality: an area, no 
larger than a sixpence, just to the right of the right para- 
median subumbilical scar left by the hysterectomy, where 
extreme tenderness was felt on pressure. 

Laparotomy was done two days later. No adhesions were 
found at the site of the hysterectomy, but a loop of the lower 
ileum, about a foot above the ileocecal valve, was stuck to 
the anterior abdominal wall at the point where tenderness had 
been noticed on examination. When freed, this loop was felt 
to contain a mass which, through the intestinal wall, suggested 
an ulcer crater with very hard floor and heaped-up edges. 
Several enlarged but soft lymph-glands were felt in the 
adjacent mesentery. Search through the abdominal cavity 
revealed no other lesion and, supposing that I was dealing 
with that rarity a primary malignant growth of the small 
intestine, 1 excised about 10 inches of the loop with its 
mesentery and did an end-to-end anastomosis. When, how- 
ever, at the end of the operation the loop was laid open, it 
was found that the “ ulcer crater’? was formed by a saucer- 
shaped piece of fine-mesh wire gauze 24 mm. in diameter, 
probably part of a tea-strainer. This lay in the long axis 
of the bowel and had produced ulceration at two points on the 
mesenteric and antimesenteric borders of the much thickened 
wall of the bowel. On the antimesenteric border the ulceration 
had involved the muscular coats and caused adhesion of the 
loop to the abdominal wall. 


The patient made an uneventful recovery. She learned 
with surprise of the foreign body and was quite unable to 
remember any occasion when she might have swallowed 
it, which she probably did shortly before the attack of 
pain a year previously. 


Preliminary Communication 


DIMINISHED URINARY EXCRETION OF 
CITRATE DURING DEFICIENCIES OF 
POTASSIUM IN MAN 


THe method of Hargreaves et al. has been used to 
measure the rate of excretion of citrate in the urine 
and the concentration of citrate in peripheral venous 
plasma during states of potassium deficiency. Most 
of the observations were made during the course of the 
deficiencies of potassium induced in two normal men 
(A and B) by the ingestion of a cation-exchange resin 
and of a diet containing little potassium (cf. Fourman 
and Ainley-Walker ?). 

Total deficits of 300 and 450 m.eq. of potassium 
were achieved in the two men, who experienced general 
malaise, loss of appetite, and constipation but were not 
severely ill. After the administration of the resin had 
been stopped, small amounts of potassium were retained 
from the diet, but the deficits were not completely made 
good until extra potassium had been given. There was 
a moderate extracellular acidosis while the resin was 
being administered, but this was rapidly corrected after- 
wards by the absorption of sodium, some of which 
entered the cells. 

The urinary excretion of citrate was also measured in 
a woman, aged 44, with renal acidosis who was losing 
excessive amounts of potassium in the urine. 


RESULTS 
The aecompanying table shows that during the control 
period A excreted about 160 mg., and B about 380 mg., 
of citrate a day. They excreted only 38-70 mg. a day when 
they were deficient in potassium, and the amounts were 
independent of the acid-base balance in the plasma and 
of the urinary pH. The excretion of citrate remained 
low when 96 m.eq. of potassium was administered daily 
1. Hargreaves, C. A., Abrahams, M. D., Vickery, H. B. 
Chem, 1951, 23, 467. 
2. Fourman, P., Ainley-Walker, K. M.S. 


Analyt. 


Lancet, 1952, ii, 368. 
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as the citrate, and did not return to its control value 
until the deficiency of potassium had been completely 
made good. The low urinary excretion of citrate was not 
associated with a demonstrable fall in the plasma- 
citrate level and therefore was presumably renal in 
origin. 

The woman with renal acidosis had a plasma-bicarbo- 
nate level of 15 m.eq. per litre, and her urinary pH was 
7:3-6-9. She excreted 4-74 mg. of citrate daily and 
did not excrete more when she had been given 15 g. 


URINARY EXCRETION OF CITRATE 


Total tr | Plasma- Urinary 

Period Day of | “foneit, | COs Urine | citrate 

» expt, (m.eq.) | (mea. pH (mg. per 

re per litre) 24 hr.) 

Subject A (age 56, weight 50 kg.) : 
Control Hn 0-4 0 27 5:7 198 
4—8 0 28 6-5 118 
With resin oe 8-12 280 17 5-7 38 
12-16 330 23 6-1 72 
After resin — 16-18 270 29 6-1 45 
18—20 200 sia 6-4 42 
K citrate added 20-21 80 a 6-7 64 
to diet 21-22 0 31 7-4 116 
Subject B (age 29, weight 77 kg.) : 

Control. . cal 1 0 28 5-9 416 
) 0 27 6-0 353 
After resin es 14 390 oo 6-0 57 
a) 360 22 6-2 69 
16 330 6-4 66 
1g 300 6-6 105 
18 T0 30 6:7 123 
K citrate added 19 145 ae 6-9 66 
to diet 20 15 7-3 275 
21 0 27 74 360 


of KCl daily by mouth for some time. It is not yet 
known whether her deficiency of potassium can be 
corrected in this way. 

DISCUSSION 


The quantity of citrate normally excreted is 0-20-1-0 g. 
It varies inversely with the concentration of hydrogen 
ions in the urine, but citrate is so completely metabolised 
that the urinary output bears little relation to the 
dietary intake. Our results have disclosed that during 
a potassium deficiency the rate of excretion of citrate 
may become low and remain so, even when the urine 
has been made alkaline by the ingestion of citrate. The 
precise functions of potassium in cells are uncertain, but 
any connection between the most abundant intracellular 
cation and an intermediary in the tricarboxylic cycle 
through which most of the aerobic metabolism of the 
body is mediated is of interest. It may be noted that the 
metabolism of glucose becomes depressed by a deficiency 
of potassium. These preliminary results suggest that 
further investigations of the metabolism of citrate during 
potassium deficiency are desirable. 


SUMMARY 


The urinary excretion of citrate was measured in two 
normal men before, during, and after an experimental 
deficiency of potassium. 

The excretion of citrate was diminished while the men 
lacked potassium. 

It was also diminished in a patient with renal acidosis 
and potassium deficiency. 

PauL FourRMAN 
Medical Research Council M.D. Lond., M.R.C.P. Lond. 
Department of Experimental J. R. RoBinson 


Medicine, University of : 
’ ” Cambridge M.D., Ph.D. Camb. 





3. Thunberg, T. Physiol. Rev. 1953, 33, 1. 
4. Gardner, L. J., Talbot, N. B., Cook, C. D., Berman, H., Uribe, C. 
J. Lab. clin. med, 1950, 35, 592. 
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Reviews of Books 





Clinical Tropical Diseases 
A. R. D. ADAMS, M.D., F.R.C.P., D.T.M., physician, clinical 
department; B. G. MAEGRAITH, M.B., B.SC., M.R.C.P., 
professor of tropical medicine, Liverpool School of Tropical 
Medicine. Oxford: Blackwell Scientific Publications, 
1953. Pp. 508. 40s. 


A NEW book on tropical diseases as freshly written and 
as coherently constructed as this is very welcome. The 
authors have confined themselves to the diseases as the 
physician and the pathologist see them—indeed, as they 
see them in hospital, for there is about the book more 
of the atmosphere of the equipped hospital than of the 
dispensary or field unit of the tropics. They deliberately 
avoid discussion of the parasites and vectors—details of 
which are readily available in other books—and say 
little about prevention and control. These are self- 
imposed restrictions; and the book within its chosen 
scope is admirable. The writing is clear, terse, and 
intentionally dogmatic, as students like it. Subjects are 
taken alphabetically—ainhum first and yellow fever last 

with the odd result that in the middle, between 
melioidosis and mycetoma pedis, there is a chapter on 
‘miscellaneous worm infestations.’’ Blackwater fever, 
under this arrangement, is a far cry from malaria; but 
this does not matter, since the «etiology is made perfectly 
clear. The authors have included a surprisingly large 
amount of modern and important information—though 
the account of Q fever could be expanded. This first-class 
book can be strongly recommended to clinicians. 

The Liverpool school has already produced a textbook 
of parasitology ; there now remains the need for one on 
tropical hygiene, in which the diseases of people living 
in the tropics can be studied in relation to their back- 
ground. 


The Neuron 
Organiser: M. DemMerec. Symposia on Quantitative 
Biology. Cold Sprirg Harbor. Vol. 17. 1952. Pp. 323. 

THE display of experimental ingenuity and inductive 
virtuosity contained in many of the papers included in 
this volume is impressive. A glittering array of neuro- 
physiological authorities—Lorente de No, Bodian, Bronk, 
and, from the non-American world, Eccles, Ménnier, and 
Hodgkin—met last year to share their knowledge and 
stimulate their ideas on the neurone by discussing the 
properties of nerve axons, the peripheral origins of nervous 
activity, and the neurone soma and its electrophysiological 
properties, as well as to review cortical, spinal, sym- 
pathetic, and junctional nervous activities. These 
discussions were for the most part rather speculative, 
and the speakers are at some pains to confess the possible 
defects of their conjectures. 

There is a neat contribution by C. R. Skoglund on the 
chemical factors modifying transmission through the cat’s 
spinal cord. Few will fail to be impressed by the lucid realism 
of David Bodian’s introductory survey of neurones. the direct- 
ness of A. L. Hodgkin and A. F. Huxley in their discussion of 
sodium and potassium ions during nervous activity, and the 
uncontested ingenuity of J. C. Eccles in evolving a neuronal 
model which appears to explain much of the behaviour of 
motor neurones in experimental investigations, 


All will come to understand the neurophysiologist’s 
debt to that benign providence which placed in the 
waters of the earth the squid, with its giant nerve-fibres. 


Gynecological and Obstetrical Pathology 
Peter A. HERBUT, M.D., professor of pathology, Jefferson 
Medical College, Philadelphia. London : Henry Kimpton. 
1953. Pp. 683. 93s. 6d. 

Tus is a carefully compiled book. For each subject 
in turn Dr. Herbut has studied several recent reviews 
and fused them to form a short compendium of modern 
knowledge. 

This method is very successful with topics of which he 
obviously has extensive personal experience, for this enables 
him to select his reviews well, and assess the evidence critically. 
On topics with which he is not so familiar, however, he lacks 
the confidence to differentiate the traditional from the true, 
and gives lists which could have been assembled almost as 
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well by an intelligent librarian. Most of the standard gynzco- 
logical conditions are dealt with, and, in addition, information 
is given on a variety of rather esoteric conditions such as 
ganglioneuroma of the cervix, blastomycosis of the uterus, 
and mesonephroma of the fallopian tubes. The sections on 
lymphogranuloma and on granuloma inguinale are well done, 
and there is a full and useful chapter on the placenta. The 
final chapter, on ‘* The Mother,” not by Dr. Herbut, is below 
the level of the rest of the book. 

In this country there is a tradition that pathology is 
to be studied only through the mortuary, the museum, 
and the microscope. This book shares the broad outlook 
of several other American textbooks, where pathology is 
interpreted as the scientific study of disease in all its 
aspects—disturbances of function as well as of structure, 
reasons for characteristic signs and symptoms, specific 
lines of treatment, and prognosis. 

Clinical Electrocardiography 
Textbook for Practitioners and Students. MAx HoLzMANN, 
Zurich; translated by DouGLas ROBERTSON, D.M., 
M.R.C.P. London: Staples Press. 1952. Pp. 647. 105s. 


Prof. Holzmann’s book is not for the beginner, but for 
the advanced student, research-worker, and experienced 
cardiologist. 

The electrophysical basis of the electrocardiogram obtained 
by limb and chest leads, and the methods and theory of 
vectorcardiograms, are thoroughly considered. (Esophageal 
and intracardiac leads are also dealt with, but briefly. The 
important and sometimes overlooked effects of posture, exer- 
cise, and other physiological stresses on the picture are well 
set out. Passing to the abnormal, the auriculogram and axis 
deviation are discussed in unusual detail. 
the various 
ischemia is adequate though not so 


The section on the 
grades of myocardial 
full, considering its 
importance, as some other sections; and perhaps there is too 
much insistence on exercise tests. 


electrocardiogram in 


There are a few printer’s 
errors, and the style often recalls that this is a translation. 

The book throughout is hampered by a Germanic 
thoroughness which makes it heavy going, but it is a 
work of the first importance. 


The Sensory Order 
An Inquiry into the Foundations of Theoretical Psychology. 
F. A. Hayek, professor of social and moral science, 
University of Chicago. London: 


Routledge & Kegan 
Paul. 1952, Pp. 209. 18s. 


FrEw psychologists would have the courage to venture 
as deeply into economics as Professor Hayek here does 
into psychological territory. In the preface he explains 
that as a young man hesitating between economics and 
psychology, he conceived some basic ideas about mind as 
a particular order of symbolic events; these he has 
developed into the present work, based not upon experi- 
ment and direct observation but on reflection, reading, 
and the experience of a student of social theory. The 
outcome, necessarily speculative and philosophical, takes 
less account of recent developments in neurophysiology 
than the thesis requires, concerned as it is with the whole 
of the neural events which accompany sensory experience. 
It is nevertheless a notable contribution to the theory of 
perception, and it adds a footnote to the mind-body 
problem: while denying *‘ any ultimate dualism of the 
process governing the realms of mind and that of the 
physical world respectively,’ Professor Hayek recognises 
that ‘‘ for practical purposes we shall always have to 
adopt a dualistic view ’’—a seeming inconsistency which 
he defends in his final chapter on ‘ Philosophical 
Consequences.” . 


Storming the Citadel 
The Rise of the 


Woman Doctor. E. MosBrerty 
London : 


Constable. 1953. Pp. 200. 18s. 


Miss Moberly Bell has written a very entertaining and 
at times exciting account of the rise of the woman doctor, 
and the foundation and development of the Royal Free 
Hospital School of Medicine. In the main it is concerned 
with the early struggles, disappointments, and _ final 
triumphs of Elizabeth Blackwell, Elizabeth Garrett, and 
Sophia Jex-Blake. The debt of all medical women to 
these three, and in particular to the last, can hardly be 
overestimated. She alone had the imagination to see the 


BELL, 


OF BOOKS 
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immense value of a school of medicine run for and by 
women. Yet when the school had begun it was realised 
that she was temperamentally unsuitable for the post 
of secretary which she longed to hold. Sophia never 
showed more finely the essential generosity of her spirit 
than in the way she took this bitter disappointment : 
she left London and returned to Edinburgh, the scene of 
her earlier struggles. But she would have been more than 
human had she been equally generous when Elizabeth 
Garrett Anderson was about to be appointed dean, for 
Elizabeth had opposed the foundation of the school. 
Moreover she believed—unjustly—that it was Elizabeth 
who had prevented her from becoming secretary. She 
returned to London to record her dissentient vote, but 
Elizabeth was elected ; and that was the end of any 
pleasure Sophia could take in the London School of 
Medicine for Women. 

The male reader cannot but feel ashamed at the out- 
rageous way his forbears treated these aspiring women, 
but that should not lessen his interest and delight in an 
unusually readable book. Medical women will read it 
with pride, and with gratitude to the small band of very 
courageous women. Both will agree that it is well that 
such energy is no longer dissipated in a fruitless struggle 
between the sexes. 





Functional Disorders of the Foot. 
Treatment (3rd ed. Philadelphia and London: J. B. Lipincott. 
1953. Pp. 345. The appearance of a third edition 
of this little book by Prof. Frank D. Dickson and Dr. Rex L. 
Diveley is evidence of a call for it, and the personal popularity 
and high reputation of its two authors on this side of the 
Atlantic will certainly enhance its appeal in this country. 
Some new material on architectural defects of the bones of the 
foot as a cause of foot imbalance and on other subjects has 
been added, and the chapter on rigid flat-foot has been rewritten 
to embody the fine work of Harris and Beath. On the whole 
it is a valuable book, particularly in the emphasis laid on 
acquiring stability and balance in the foot of the child and 
adolescent. Some of our own shoemakers might take to 
heart the comments made on the proper design of footwear, 
even though the authors apparently accept as inevitable that 
correct principles must give way to 
indiscretion are reached. 


Diagnosis and 


52s.). 


‘style’ when years of 
This book has the weakness of being 
highly repetitive, not always for the sake of accentuating the 
point at issue. Some of the statements (e.g., that ‘calcium 
and phosphorus deficiency are unquestionably the underlying 
cause in most cases of knock-knee and bow legs *’) are question- 
able ; and excision of os calcis spurs has long been abandoned 
in this country as giving no benefit. 


Not all the illustrations 
are of high quality. 


Nevertheless, the emphasis of the book 
is all on the clinical and functional side, and it has already 
succeeded in its main design: ‘to stimulate the 
of the medical profession in disorders of the feet.” 
Trusts and Foundations (Cambridge: Bowes & Bowes. 
1953. Pp. 194. 42s.).—Compiled by Mr. Guy Keeling, and 
edited by Mr. Thomas Landan, this is a pioneer attempt to 
provide a guide to grant-making bodies. 
hensive survey by any means : 


interest 


It is not a compre- 
as Mr. Keeling says in his 
preface, only the Government would be in a position to make 
that. There are 110,000 known trusts and foundations in 
England and Wales alone, and the actual figure is thought to be 
even higher. This guide only deals with some 1000 scattered 
through Great Britain and the Commonwealth. Lord Nathan, 
in a foreword, mentions the inconvenience caused to would-be 
beneficiaries by the lack of full and precise information about 
such trusts, and describes the book as an illuminating cross- 
section. It gives details of the purpose and conditions of all 
the trusts listed, and carries a classified index, an appendix on 
Government grants to voluntary agencies, a bibliography of 
sources of information, and several blank pages for notes. 
The publishers intend to issue further editions incorporating 
additional information. This looks like the beginnings of a 
very useful service indeed. 

Symposium on Fatigue (London: H. K. Lewis & Co. 
1953. Pp. 196. 24s.).—In March of last year the Ergo- 
nomics Research Society held a symposium on Fatigue, of 
which we published a report (Lancet, 1952, i, 868). Many 
of the papers read then have now been brought together 
in a book, well printed and illustrated, with a foreword by 
Mr. W. F. Floyd, pH.p., and the Rev. A. T. Welford, who have 
edited it. All those working on this perplexing subject will 


be glad that this material has been published. 
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a standard diuretic in the treatment of 
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‘NEPTAL’ 
trade 
mark brand mercuramide with theophylline 


Efficient, rapid and prolonged in its action, ‘Neptal’ is gen 
tolerated. 

SUPPLIES 

Solution for intramuscular injection. | c.c. and 2 c.c. ampoules (each 
c.c. contains 92 mgm. mercuramide and 45 mgm. theophylline 
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18-4 mgm. mercuramide and 9 mgm. theophylline) 


Solution for intravenous injection. 5 c.c. ampoules (each c.c. contain 


Tablets: Containers of 25 and 500 x 160 mgm. (with theophylline) 


We shall be glad to send detailed literature on request 


AN M&B BRAND MEDICAL PR¢ oe 
MB 
tured by 


MAY & BAKER LTD 


MAI075 

















° 
Vitavel Syrup is exceptional, not only in containing 
vitamin B, in addition to vitamins A, C and D, but in 
being completely miscible with water and having 

no suggestion of taste or smell of fish oil. 

It can be taken undiluted or in water or soda water. 


Makes the ideal drink for the febrile or debilitated patient. 


VITAVEL Syrup 


The principal vitamins in a palatable orange base 


Available in bottles of 


6 fl. oz. 3/9 
40 fl. « 21/- less usual 
professional discount 


Each fluid ounce contains at time of manufacture 
VITAMINA . . .20,000i.u VITAMIN C .. . . 80mg. 
VITAMIN B,. . . 4.0 mg. VITAMIND . . . 3,000i.u 


ry) Clinical sample and literature on request to :- 


VITAMINS LIMITED (DEPT. P.°? ), UPPER MALL, LONDON w.6 
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The Relentless id 
Mirror / 
by } 
Time is a gentle deity . . . but how cruel 
it can be to woman in ea middle years 


To the woman at the menopause, a glance in the 
mirror reveals so much more than a reflection of her 
face. Apprehension, flushing, irritability and depression 
confront her and the calm philosophy that has stood 
her in good stead through the years no longer mellows 
her reflection. 


Euvalerol M, the ideal sedative in menopausal 
conditions, alleviates nervous phenomena and 
vasomotor disturbances and restores the emotional 
outlook. 


Euvalerol M contains a preparation obtained from 
valerian root from which the unpleasant odour, 
characteristic of valerian, is eliminated. To each fluid 
drachm (4c.c.) of this odourless preparation of valerian 
are added }-grain (16 mg.) of phenobarbitone and 0. | 
mg. of stilboestrol. 


EUVALEROL M 


In bottles of 4 and 8 fluid ounces. 





Literature on application. 
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LONDON: SATURDAY, SEPT. 26, 


1953 


General Practice 


THE British Medical Journal this week publishes a 
mass of new material on the state of general practice 
in this country, together with an analysis of the 
opinions of practitioners on the work they are doing. 
A committee of the British Medical Association, with 
Dr. C. W. WALKER as its chairman, presents recom- 
mendations which are chiefly aimed at bringing prac- 
titioners into closer relation with the hospital and 
public-health services, and which are important to all 
sections of our profession because they are a major 
attempt to counter the tendency to its fragmentation. 

The journal opens with a report by Dr. STEPHEN 
HADFIELD, an assistant secretary of the B.M.A., on 
the observations he made personally on 188 practices 
in each of which he spent the best part of a normal 
day between February, 1951, and March, 1952. 
Unlike Dr. J. S. Cotitrncs, whose disturbing ‘‘ recon- 
naissance ”’ had lately been described in our columns,! 
Dr. HADFIELD was in a position to take a cross-section 
of the entire body of general practice in Great Britain : 
instead of selecting a number of more or less represen- 
tative types of practice he was able to compile a 
more comprehensive sample—the initial list being 
formed by taking every 64th name in the list of 
practitioners in each region. Necessarily, as in the 
Collings survey, his approach was critical, ‘‘in the 
hope that the discovery and assessment of short- 
comings, faults, and difficulties might lead to action 
which would eliminate them”; but his forbearing 
judgments are less emphatic, and he is evidently not 
concerned to convey the same urgent impression 
of widespread deterioration in practice for lack of 
proper facilities to do good work. But what he saw 
was not perhaps very different from what CoLLINGs 
saw. At the time of his survey, he says, 49% of 
practitioners had premises “ adequate for maintaining 
a high clinical standard,”’ and 17° had premises which 
were more than adequate; but in 24° something 
essential was missing, and 10° were unsuitable. (He 
rightly adds that ‘while present housing conditions 
prevail a knowledge of the facts is necessary before 
premises are criticized.”’) His comparative satisfaction 
with equipment (‘‘on the whole the standard . . . is 
quite adequate as to essentials ”’) is somewhat offset 
by his remark that ‘“‘ many practitioners have electric 
sterilizers, and those that have not usually have 
available some method of sterilizing instruments.” 
Facilities for examination, such as an examination 
couch, were missing from 11 surgeries, and Dr. 
HADFIELD was surprised at the prevalence of the 
method of examining the abdomen through the 
clothes and with the patient standing. A statement 
that at least 69°% gave all their patients what exami- 
nation was necessary does not, again, entirely restore 


1. Lancet, 1950, i, 555, 5 
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confidence shaken by the previous observation that 
93°, of the doctors he watched at work made ‘*‘ some 
sort of examination in some cases.” A quarter of 
them, he thought, seemed to pay rather scant atten- 
tion to record-keeping, and only about half had some 
form of secretarial or clerical help suited to their 
needs. We bring out these less favourable findings 
from the survey because we think it should be fully 
understood that the conditions under which practi- 
tioners are obliged, or have accustomed themselves, 
to practise are still quite commonly defective in 
ways that can and must be put right. Dr. HapFrEeLp 
found that in a substantial proportion of practices 
lack of time had reduced the range of service the 
doctors could give their patients; but he felt that 
the large majority would not allow their work to be 
so hurried as to interfere with its quality. Though 
with more work there was less time for friendly 
converse, only 6% of the practitioners visited regarded 
their relationship with their patient as a purely 
matter-of-fact or business-like one; nearly all were 
ready to give helpful advice on health and preventive 
medicine when asked by the patient; and about 
nine out of ten regarded the giving of non-medical 
advice as a part of their calling. In view of contrary 
statements, it is good to note that most of the doctors 
visited were anxious to keep in close touch with 
patients receiving hospital treatment; that the 
majority showed an interest in the family and occu- 
pational background of the patient ; and that 96% 
believed that if possible the doctor should really be 
a family doctor, attending the whole family. It is 
encouraging, too, to reed that, even in those financially 
darker days of 1951-52, a large body of the profession 
could be described as “ receptive towards the N.H.S., 
ready to like it more and more ... and determined 
that a good service shall evolve, with full benefit 
for the patient and contentment for the general 
practitioner.” 

Dr. HADFIELD had a series of questions which he 
regularly put to the doctors he visited, and his report 
summarises the replies. To supplement this personal 
interrogation, the General Practice Review Committee 
on July 12, 1951, posted similar questions to the 
rest of the general practitioners in the country, whose 
voices, as it said, might not otherwise be heard. To 
make the questionary less formidable and promote 
fuller answers, it divided the practitioners into groups 
of 450-500, each of which got only two questions ; 
and in the end it obtained facts and comments from 
12,657 doctors (72% of the possible response). 
Belonging, as they do, to the pre-Danckwerts period, 
some of these facts and comments are out of date ; but 
others remain at least as significant as they were 
two years ago. What is chiefly evident from them 
is the impossibility of reviewing the activities of 
general practitioners usefully without also discussing 
the habits of a great many other people, such as 
consultants, housemen, ward sisters, administrators, 
midwives, health visitors, medical officers of health, 
the writers of medical articles in the popular press 
—and, of course, patients and their relatives. In a 
service that claims as one of its biggest achievements, 
so far, the wider distribution and greater accessibility 
of specialists, it is discouraging to read so much 
evidence of the frequent failure of consultants 
—especially among the younger generation—to give 
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the practitioner the help he really needs. It is not 
always easy to remember, or even believe, that what 
is in itself a highly efficient and skilful specialist unit 
or service may fall far short of success when looked 
on as part of comprehensive medical care; and in 
considering how far he is making the practitioner’s 
work easier, or more difficult, every consultant will 
do well to ponder the many passages in this report 
that express disappointment with hospitals. Here 
are two—one tolerant’ and one severe : 

‘“The difference is subtle and hard to define. I am 
still on the very best of terms with our local consul- 
tants, as before, but somehow there is a difference. In 
the old days one used to ring them up constantly and 
discuss cases and people. Now one feels they are 
no longer dependent on us, and they seem to be so 
much taken up with clinics here, there, and every- 
where, and somehow one doesn’t like to bother them.” 

‘* Many consultants now eXercise much less care or 
even courtesy in reference to the practitioner. The 
patient’s confidence in his own doctor is of much 
more value to him in the long run than the occasional 
‘cleverness’ of a consultant. This confidence is in 
the best interest of the patient and should be fostered 
and not destroyed.” 


Confidence is destroyed in another way by the 
hospital which does not get in touch with the prac- 
titioner at once when his patient is discharged or 
even when his patient dies. Here as elsewhere it is 
failure of contact that is the trouble ; and the same 
failure is seen all too often and all too plainly between 
practitioners and public-health doctors: (‘* having 
been in practice here for the last 40 years, I have 
never even met my three district M.o.H.s’’). ‘* My 
foremost impression,” Dr. HADFIELD says, “ is that 
of lack of unity in the N.H.S. and lack of unity in 
the medical profession. . . . The human gaps must 
be closed. The general practitioner, the consultant, 
and the public health medical officer need to get to 
know each other and then to learn to work in concert.” 

In its recommendations the committee lays less 
stress than some of us on the development of group 
practice, though it welcomes the tendency of prac- 
titioners to associate for their work. Its main desire 
is to bring general practice into closer relation with 
public health on the one hand and hospitals on the 
other, composing the differences and closing the gaps 
between the three branches of the N.H.S.; for 
‘medicine must be practised as a unity.” The 
practitioner can and should work more happily and 
advantageously than he usually does with the M.o.H., 
the clinic doctor, the midwife, the health visitor, and 
the district nurse. At the hospital he should have 
direct access to pathological and radiological depart- 
ments ; he should be able to perform minor surgery ; 
he should have beds wherein to conduct confinements, 
and others where he can treat patients for “ general- 
practitioner’ conditions; he should hold clinical 
assistantships ; and he should be a welcome visitor 
in the wards. The patient whom he refers to a 
particular consultant should not be seen by an 
assistant unless the consultant expressly delegates 
this duty ; and in emergency the hospital to which 
he normally sends his cases should share with him 
the onus of finding a bed for his patient. With 
all this we strongly concur. But in the further 
suggestion made to the committee, “‘ that, just as 
every patient has his own doctor, so every practitioner 
should have his own hospital’? we see need for 
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caution. The risk is that, in seeking to overcome 
the isolation of general practice we may end by 
turning the practitioner into a peripheral and sub- 
ordinate officer of the hospital service. What, on the 
contrary, we ought to do, and must see that we do, 
is to strengthen his position as the person primarily 
and permanently responsible for the patient. In a 
time of inevitable specialisation, the general practi- 
tioner alone has the opportunity to care for the 
patient as a whole, and it is for this difficult duty 
that he must be better armed. 


Cardiac Output and the Position of the 
Patient 


WHEN those brought up in the clinical tradition 
believe that a quantitative method will provide an 
answer to the important questions that they are 
asking themselves, it is not surprising that they are 
sometimes carried away by the figures and ignore 
the ordinary precautions of quantitative work and 
the limitations of our present knowledge. Thus it 
satisfied many to note that cardiac output fell by as 
much as a third when the recumbent was changed 
to the upright posture’? for then the practice of 
nursing cardiac patients in a sitting position was 
confirmed and hallowed by the experimental method. 
Cardiac catheterisation is now so universally practised 
that it is perhaps surprising that no planned experi- 
ment has been undertaken until recently to test 
the repeatability and to check the errors of a single 
estimate of cardiac output. The paper by DonaLp 
et al. is, therefore, a particularly important and 
significant contribution to our interpretation of 
laboratory findings. 

Many factors, both known and unknown, com- 
bine to vitiate the results obtained in man (and 
in none are these so numerous as in those with 
medical knowledge). To enable comparisons to be 
made either between repeat estimations in the 
same patient or between different patients, it has 
become essential to minimise the effect of these factors 
by ensuring that the subjects of the experiment are 
in a “steady state’ and that both the procedures 
adopted and the accuracy of the methods used should 
be clearly defined. Donawp and his colleagues care- 
fully planned their work to this end. The precautions 
and the steps taken to attain the steady state are 
admirably set out and might well be taken as standard 
practice in any investigation requiring accurate studies 
of cardiac output. Even with these precautions, the 
difference in cardiac output between two successive 
estimates taken at an interval of approximately 9 
minutes may be as much as 1-75 litres per min., 
although in the majority of instances it was much less. 
Indeed, in those patients with a high output, a 
difference of 0-1 vol. % in the a-v difference may be 
reflected as a half-litre difference in the cardiac 
output. For the whole series the standard error of a 
single estimate of cardiac output was approximately 
8°,,—a finding essentially similar to that obtained by 
CouRNAND 4 from a selected, though not: strictly 
comparable, series of patients. 





1. McMichael, J., Sharpey Schafer, E. P. Brit. Heart J. 1944, 6, 33. 

2. Stead, E. A. jun., Warren, J. V., Merrill, A. J., Brannon, E. 8S. 
J. clin. Invest. 1945, 24, 326. 

3. Donald, K. W., Bishop, J. M., Cumming, G., Wade, 0. L. Clin. 
Sci. 1953, 12, 199. 

4. Cournand, A. Fed. Proc. 1945, 4, 207. 
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Having established the quantitative measurements 
on a ‘sound basis, DonaLp and his colleagues then 
provided data from which the effect of nursing 
positions upon cardiac output could be determined. 
It is pleasing to see published data from which the 
reader can draw his own conclusions and compare 
them with those of the authors—a practice which 
might with advantage be more frequently followed. 
They found that the effect of posture on the cardiac 
output was variable. In some subjects cardiac output 
remained unchanged, in some it rose, and in some it 
fell. In the whole group there was a mean decrease 
of 0-36 litre per min.: this decrease was statistically 
significant, but the authors consider it to be so small 
as to be probably unimportant. The 36 people studied 
included 10 normal subjects, 6 with a high resting 
cardiac index and 6 with a low cardiac index, 6 patients 
with mitral stenosis, and 8 with either cardiac or 
respiratory disorders. In a heterogeneous clinical 
group the mean results may bear little relation to the 
clinical significance of the findings in the various 
subgroups ; and, in selecting their subjects to cover all 
variables, DoNaLp et al. have necessarily had some 
difficulty in expressing their results, even though none 
of these subgroups behaved differently from the whole 
group. It is conceivable, for example, that in the 
group of patients who had lately been in congestive 
cardiac failure the work of pumping 0-36 litre per 
minute extra—500 litres per day—might be quite suffi- 
cient to cause the death of a patient on the borderline 
of congestive failure, if he was nursed flat—an unlikely 
event. The renal tubules excrete excess sodium 
long before changes can be detected in the plasma, 
and life is sustained on one or two microgrammes 
of vitamin B,, daily. It would not be surprising, 
therefore, if the body’s homeeostatic mechanisms in the 
cardiovascular system were more sensitive than the 
present means of measuring them. If this is so, then 
it is unlikely that statistical analysis in a heterogeneous 
group can reflect the true state of affairs unless the 
number of subjects in the subgroups is greatly 
increased. This, in the matter investigated by DonALD 
et al., would entail Herculean work out of proportion 
to the importance of the question posed—and these 
observations are applicable to many aspects of clinical 
research. Dona.p and his colleagues have appreciated 
the difficulties, and they have been conservative in 
interpreting their findings concerning cardiac output 
in direct relation to clinical problems. 

That the measurement of cardiac output is at present 
rather crude is also suggested by the more consistent 
findings with pulmonary-artery pressures and pulse- 
pressures—measurements that are subject to smaller 
error. DONALD et al. found that in the sitting position 
the pulmonary-artery pressures, in people with a high 
initial pressure, and the pulse-pressures, in the whole 
group, fell. While it is readily understandable, though 
by no means proven, that symptoms are relieved by a 
fall in pulmonary-artery pressures and by ‘the con- 
sequent decrease in the demands on the heart, it is 
hard to understand the teleological reason for the fall 
of pulse-pressure in the sitting position in normal 
subjects, seeing that most of us sleep flat. No doubt 
much more evidence will be forthcoming to answer 
these questions, but meanwhile the clinician may be 
relieved to know that it is justifiable to nurse his 

patients in the position they find most comfortable. 
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The Public’s View of Tuberculosis 


SurvEys of public opinion, ranging from the 
housewife’s view of foaming detergents to the mother’s 
estimate of child-welfare clinics, are as popular as 
ever. GorE and Hartston? have now given the 
results of a survey, made during the first quarter of 
1952 by health visitors, of 1080 mothers of children 
born in the administrative county of London and in 
Tottenham during the fortnight ended Sept. 1, 1951. 
The aim was to measure the extent of the public’s 
knowledge of pulmonary tuberculosis and to see 
whether people were aware of the facilities for the 
diagnosis and treatment of this disease. The inquiry 
was made among a readily accessible group of women, 
who were to some extent selected in that they were 
the mothers of six-month-old babies and represented, 
therefore, only a small proportion of the whole female 
population. An earlier survey, carried out in the 
London area in 1950, was partly based on a question- 
ary about tuberculosis, which was put to 432 adults, 
a carefully selected ‘‘ random” sample. This inquiry 
was also used to compare the reliability of those 
interviewers who were fully experienced in the tech- 
nique of interviews with that of interviewers new to 
the work. An analysis showed that the responses 
obtained were sufficiently close to justify the use of 
amateur interviewers when these were easier to come 
by.2. This finding is of importance when judging the 
results of the surveys made by students from the 
teaching hospitals as part of their public-health 


training—for example, a recent survey to assess the 
value of antenatal instruction and _ child-welfare 
clinics. 


The tuberculosis questionary used in 1950 was used 
again by the health visitors in 1952. The first question 
dealt with the relative mortality of tuberculosis and 
cancer: 44° of those interviewed thought that 
tuberculosis killed most people in this country, and 
35°, considered cancer to be the chief cause of death. 
At the time of the survey, 41°, thought more about 
tuberculosis than about any other disease—nearly 
twice as many as those whose thoughts were more 
often on cancer. It should be noted that the early 
part of 1952 was not a time when _ poliomyelitis 
was prominently in the public mind. The confusion 
about tuberculosis is indicated by the fact that while 
43°/, thought that the disease was hereditary, 44°, 
believed it was not; and of those who said that it 
was not, or did not know, 42°, had no idea how the 
infection could be conveyed. Contrariwise, when 
asked if the disease was catching or contagious, 71°, 
said ‘“‘ yes” and 22°, said “no.” Of the 1080 women 
interviewed, 66 said that there was somebody with 
tuberculosis in their family at the time, but 30°, of 
this contact group did not think that the disease was 
infectious. This figure makes it clear that the instruc- 
tion given by tuberculosis health visitors and chest 
physicians is not getting across or is being misunder- 
stood by patients and their families. But 80°, of the 
66 women who were family contacts said that their 
chests had been radiographed, which indicates very 
efficient supervision of contacts either by mass X-ray 
units or by chest clinics, though 80°, is probably 


1. Gore, A. T., 





Hartston, W. Mon. Bull. Minist. Hlth Lab. Serv. 


1953, 12, 131. 
2. Durbin, J., 
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higher than the proportion in the whole contact 
population. Few physicians at chest clinics would 
claim a supervision-rate as high as this. The failure 
to examine all contacts may be partly explained by 
the fact that 69°, of the women questioned thought 
that many people were afraid to be examined in case 
they had tuberculosis. The sketchiness of the public’s 
knowledge of tuberculosis was also shown by the 
finding that 54°%, of women knew nothing about the 
causes of extrapulmonary tuberculosis, and only 4° 
suggested that milk had something to do with it. In 
several other ways the survey disclosed lack of 
information or failure to absorb it: 80°/ had never 
heard of B.c.@. vaccine ; more than half realised that 
hospitals and sanatoria were provided for treatment, 
but only a quarter knew that priority food and milk 
were available for tuberculous patients. On the other 
hand, 72°% said that the present number of hospitals 
and sanatoria was insufficient to deal with a disease 
which 91° considered to be a serious problem and 
which 61% thought was more serious than poliomyelitis. 
These results are very similar to those obtained by 
Davip® in his analysis of the 1950 survey, with one 
curious exception in the answers to the question 
about symptoms. Frequent cough was thought to be 
a symptom by 63°% of the mothers and by only 35°, 
of those in Davrp’s analysis; 19° mentioned blood 
in the sputum, as compared with 8°, in 1950; and 
28°/, included loss of weight, as against 18°/ in the 
earlier figures. Perhaps this difference was the result 
of direct questions at the antenatal clinic, but it may 
also be attributable to the valuable health teaching 
given by certain women’s magazines. 

When, as the survey suggests, 80°, of this adult 
population know where to go for an X-ray examination 
of the chest which 98°, feel should be done regularly 
to combat a disease which 80° think is curable, 
which 91°, believe is a serious problem to the country, 
and which 71°% know to be contagious, it is dis- 
appointing that the spread of the disease has not been 
checked more rapidly. Can it be because of the 69°, 
who are afraid to be examined in case they have the 
disease ? Or is there some error in the survey—not in 
the sampling, but in the method of interview ? There 
is now some evidence from the interviewers, both 
amateur and professional, that the much-interviewed 
public, especially the housewife, is at last beginning 
to show some “ interviewer resistance.” No longer 
are questions answered with a simple spontaneity, but 
with some hesitation as if the speaker was considering 
whether or not the answer would please the inter- 
viewer, or weighing any indirect repercussions that 
might arise from the reply. So it is becoming increas- 
ingly difficult to be sure that figures obtained in this 
way accurately reflect public knowledge and opinion. 
But these latest results emphasise the importance of 
vigorous propaganda; and the best keynote in the 
campaign is the cheerful one that patients can be 
made well and restored to a normal life. Using all the 
well-tried methods of advertising, backed by instruc- 
tion through the press, radio, television, and cinema, 
the methods of prevention and the importance of early 
treatment can be driven home. Although modern 
chemotherapy has greatly improved the chances of 
successful treatment, it has not detracted from the 
importance of knowledge as a means of prevention. 





3. David, 8S. T. Tubercle, Lond. 1952, 33, 78. 
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Annotations 





THE MEANING OF EDUCATION 


THE hours we spent with dogfish and club-mosses, 
nerve-muscle preparations, test-tubes, cultures, and 
microscope slides laid down in us patterns as lasting as 
those in Pavlov’s dogs. Even if we have since been 
exponents of the art, rather than of the science, of 
medicine our training has preserved in us some lingering 
sense of proportion and discrimination when the scientific 
aspects of our calling are discussed. This is something ; 
but as a preparation for life was it enough? Was it 
even thorough enough, let alone wide enough? Dr. 
A. T. Macqueen? thinks not; and he urges the value 
of philosophy as a mind-widening discipline for students. 
** Despite the lip service paid to the concept of treating 
the patient as a whole,’’ he says, ‘“‘ too many medical 
students graduate with the idea—which their teachers 
do little to correct by philosophical teaching—that man 
is little more than a collection of basic particles, built up 
into cells and organs, which needs occasional technical 
repair and a lot of humouring.’’ There is no coherent 
theory of medical philosophy ; yet (as academic philo- 
sophers are always trying to point out) all men are 
applied philosophers, none more so than doctors ; and 
every decision, every word of advice given by doctors, 
implies a philosophy, an attitude to man, to human rights 
and duties, and to the universe as a whole. If doctors 
themselves have no clear notion of their philosophy what 
diverse and random impressions must they leave upon 
their patients, and what vast tracts of their patients’ 
minds and natures they leave unexplored. 

The idea of learning philosophy—and its sworn 
companion, logic—does not readily commend itself to 
doctors. Scientific method, we are apt to think, is—or 
should be—a better training for the mind than logic ever 
was. As for the relations of man to God and the universe 
and all that, the attitude proper to a scientist is agnosti- 
cism. In modern education, however, and especially 
perhaps in medical education, the opportunities for 
hearing what great minds in the past have thought about 
such topics are so few that our attitude of agnosticism 
might strike an informed observer as one of agnosia. 
Medical ethics are no more self-evident than any other 
kind of ethics. What is a “‘ right’ or a ‘“* wrong’? human 
(or professional) act? This is a problem in applied 
philosophy, yet our universities seem to assume that the 
medical student can solve it without formal lectures 
or any encouragement to consult published work. 
Certainly many doctors (like many other university 
students) cannot distinguish between a primary and a 
secondary cause; and here Dr. Macqueen refers us for 
examples to The Lost Tools of Learning,? a paper read by 
Miss Dorothy Sayers to a vacation course in education a 
few years ago. She illustrates not only such failures in 
discrimination, but also the common trick of assuming 
the thing we set out to prove. Modern education, she 
argues, does not teach us how to learn: we remember 
what we have learnt, but forget altogether how we 
learned it; and she believes that medieval schemes of 
education did the job rather better. For the syllabus was 
divided into two parts, the triviwm and the quadrivium ; 
and the whole of the first part (the trivium) was concerned 
with teaching the pupil how to think and how to learn 
how to use his tools, in fact. 

The trivium consisted of grammar, dialectic, and 
rhetoric, in that order; which fitted themselves very 
well, she says, to three stages of childhood—the ‘ poll- 
parrot,’ the “ pert,’’ and the ‘ poetic.’ Grammar 
meant learning (at an age when glib learning is easy) the 
structure of a language—usually Latin—and later how 





1. Universities Quarterly, May, 1953, p. 298 
2. London: Methuen. 1948. Pp. 30. 1s. 
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to use language : how to define terms and make accurate 
statements ; how to construct an argument and detect 
fallacies, one’s own and other people’s. Dialectic 
embraced logic and disputation—both well suited to the 
pert age, in which the young are fond of contradicting, 
answering back, and catching other people out. Since 
the nuisance value at this age is in any case high, we may 
as well canalise this natural argumentativeness, she 
thinks, by teaching children to argue rationally, accu- 
rately, and persuasively, and at last to defend a thesis 
publicly against critical opponents. Graduating from 
this to the age of rhetoric—the poetic age—the pupil 
had thrown open to him the world’s store of knowledge ; 
and with the tools of learning now at his disposal he 
could pursue his studies appreciatively and critically, 
fitting himself for the quadrivium, the university course. 

There is room in such @ scheme, Miss Sayers points out, 
for a liberal education ; for the mind needs to be exer- 
cised on other things besides Latin grammar—on verse 
and prose, myth and legend, history, geography, natural 
science, mathematics, and theology. ‘ It is in the highest 
degree improbable,”’ she admits at the outset of her paper, 
‘*‘that the reforms I propose will ever be carried into 
effect.” Yet she persuades us to pause and consider how 
valuable such an education would be for those coming 
up to the university to study medicine. They would 
take to scientific method like mercury to metal; they 
would be able to define terms, to detect fallacies, to 
express themselves ably and unselfconsciously, to argue 
rationally, to write at least one language well, and to 
light their own field with some glimmerings from the 
world’s literature. These are benefits we cannot hope to 
see in our time ; but it is surely possible to find oppor- 
tunities, in the medical curriculum, to give our students 
some sense of cosmos, some realisation that medicine is a 
small province in a universe of learning. 


OPERATIONS ON THE AGED 

THE proportion of old people among the population 
of civilised countries has been increasing for fifty years, 
and, unless some unforeseen factor intervenes, it is likely 
to go on increasing in the immediate future. The 
surgeon must therefore deal with an increasing number 
of patients in the older group, and it is important to 
determine whether an operation on them carries 
increased risks and, if so, what precautions should be 
taken to avoid these risks. 

The question is well discussed in a recent paper by 
Cole.1 Basing his conclusions on a consideration of 
3656 operations performed at the Lllinois Research 
Hospital, Chicago, from 1948 to 1952, he gives a very 
hopeful outlook for those over the age of sixty who have 
to undergo operation. There were 2557 patients under 
sixty, and 1099 over that age. The mortality-rate for 
major operations was 2-:07% in the younger group, 
compared with 2-95°% in those over 60. There was no 
significant difference between the groups for the opera- 
tions of radical mastectomy, cholecystectomy, colectomy, 
gastrectomy, herniorrhaphy, and thyroidectomy ; but 
the older group did not do so well after csophagectomy, 
pheumonectomy, excision of the rectum, and radical 
operations on the mouth and neck. 

The results achieved by Cole and his colleagues are 
astonishingly good, for the figures given by other 
surgeons are by no means so encouraging; but every 
surgeon will agree that the prospect of success in opera- 
tions upon old people is today very much improved by 
the greater care taken before and after operation, the 
better methods of anesthesia, and the advances in 
operative technique and in combating infection. Perhaps 
full advantage is still not being taken of these benefits. 
Flemming * has found that fractures in the old are still 
treated less thoroughly than they should be, and that 
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thus the patient may suffer avoidable disability, and a 
hospital bed may be occupied needlessly long. 

Older people differ greatly in their reactions to 
operation. A man is as old as his arteries, they say, 
and the elasticity of the arteries diminishes at a varying 
rate in different people; but, generally speaking, the 
surgeon can operate on older people with comparative 
safety if certain precautions are taken. Any anaemia 
or an inadequate blood-volume must be corrected, and 
hormonal deficiency made good. The blood protein and 
non-protein nitrogen should be determined, and the 
serum levels of sodium, potassium, and chloride esti- 
mated, and any imbalance corrected. Before operations on 
the biliary tract the hepatic function should be examined, 
and in patients with heart-disease it is important to 
know the cardiac reserve. Cole states that in some 
instances a very bad general condition can be much 
improved by giving 100 mg. of corticotrophin (A.C.T.H.) 
daily for five days before operation. His wise advice 
is that ‘“‘ the surgeon should be prepared to choose a 
shorter procedure, or perhaps adopt a stage procedure 
if the patient’s condition should deteriorate significantly 
during the operation.”’ 

With modern methods of anesthesia postoperative 
chest troubles are rare, but in the aged deep-breathing 
exercises are a particularly valuable guard against 
pulmonary collapse ; and aspiration of the bronchi by 
tube-suction or bronchoscopy must be performed at 
once if collapse does occur. Early ambulation may 
prevent thrombosis, but in feeble patients this may be 
impossible. After all, one must make some concession 
to age. 

SAFE CUSTODY 

Custopy is a word which has got into bad company. 
It began kindly enough by meaning ‘safe keeping,”’ 
‘* protection,” ‘‘ charge,”’ “‘ care,”’ *“‘ guardianship.’’ That 
was in 1491, but in the carly 17th century it started to 
form associations with ‘“ confinement,’’ ‘ imprison- 
ment,’’ and ‘‘ durance.’? Even nowadays, when we 
use the term, we think more about the safe keeping of 
society than of the person taken into custodial care 
who may be a sick person or a child. 

In an erudfte study of the word and its influence on 
practice, Dr. John R. Beith Robb,! physician-superin- 
tendent at Woodilee Mental Hospital, Lenzie, Glasgow, 
argues for a scientific understanding of the custodial 
relationship, in order to place that relationship on a 
more civilised level. He gives examples from Scotland 
in the 18th century, showmg how failure to define the 
word custody, and its abuse, left prisoners with no redress 
for inhuman treatment. The word in its crude sense 
has been carried over to other closed communities 
he cites the old Bridewells, workhouses, and recent 
concentration camps. For the purpose of his analysis 
of the degradation found in these closed communities, 
he defines custody as “‘ that relationship which arises 
when one person, the Custodian, gains power over another 
person, animal or thing, irrespective of purpose and with 
or without legal authority.’’ Since such a relationship 
can become depraved, reformers have continually 
demanded that it should be regulated by statute. Legal 
enactments, however, use the terms “safe custody,” 
‘* strict custody,’’ and ‘‘ place of safe custody ’’ without 
clear definition of these words. The interpretation that 
‘** safe custody ’’ means safe from escape is that of the 


18th-century gaolers. This interpretation Dr. Robb 
whole-heartedly rejects, claiming that ‘“‘ safe’’ should 


mean ‘“‘ safe from the risks of degradation.”’ 

Having classified public laws, over a period of 2000 
years, according to risk, he finds that legislators have 
been endeavouring to contend with five types of risk 
namely, vice, ignorance, disease, violence, and property 
risks. Dr. Robb holds that these risks are not 





1. Surgo (Glasgow University Medical Journal), 1953, 19, 128. 














only inseparable but are all transmissible to the 
society in which the individual affected—whether as 
victim or aggressor—is transferred. This constellation 
of risks he describes as ‘‘ degradation.’’ Perpetrators 
and victims of risks have at all times been removed 
from the community at large and placed in closed com- 
munities, the risks travelling with them. Institutions 
which have no proper facilities to prevent the spread 
of the risks imported into them become slum institutions : 
and unfortunately this type of institution is quite common 
throughout the world. 

In a State service, where great numbers of administra- 
tors and employees have been given authority over 
greater numbers of persons in public institutions, a group 
custodial relationship arises. Yet it is not clear who 
are the persons responsible for the safe custody of people 
in public institutions. If, on occasion, the obligation 
of trust fails, the tendency is to name some Official as 
responsible, even though that official may have no 
executive powers. Dr. Robb contends that an anti- 
degradation philosophy must be accepted at the highest 
official levels before it can permeate to subordinate 
staffs, because the physical means of guardianship are 
ultimately controlled at the higher levels. An anti- 
dégradation policy demands that institutions should be 
constructed to facilitate the work which must be carried 
out in them. Architects in the past have designed and 
erected the most unmanageable of- buildings, many of 
which are still occupied. In such badly designed places, 
there may be provision for medical treatment and an 
abundance of kindness; and yet custody may be far 
from safe. We share warmly his opinion that the 
architects and also the servicing departments should 
thoroughly understand the anti-degradation philosophy. 

Dr. Robb concludes that where the words ‘“ safe 
custody ”? appear in an enactment dealing with a public 
institution, the interpretation of ‘‘ safe’’ should mean 
‘safe from the risks producing degradation.’ He 
warns that *‘ strict custody ’’ always tends to be danger- 
ous ; so all who are directly or indirectly responsible for 
the custodial relationship are under an obligation to 
codperate for safety. Public institutions might then 
approximate to that state which the law styles as 
‘places of safe custody ’”’ irrespective of the specific 
purpose of the institution. 


se 


FIRST STEPS IN EMBRYOLOGY 

We shall probably never be exactly certain of what 
takes place in the darkness of the human fallopian tube 
when the ovum is fertilised, but the last few years 
have seen a steady accumulation of indirect information 
which enables us to make a reasonable guess. Circum- 
stantial evidence is here, as often in the law-court, 
almost as valuable as an eye-witness account. The 
latest weapon to be turned on this fundamental target 
is the phase-contrast microscope. By its use, Odor and 
Blandau ! studied the changes in living rat eggs removed 
from the fallopian tube, and the behaviour of spermatozoa 
in relation to them. Now Shettles? has applied this 
technique to human ova removed at operation either 
from the ovarian follicle or from the tube, and he has 
taken some remarkable photographs. The ova were 
exposed to semen in vitro and incubated at 37°C for 
varying periods. Shettles finds that the corona and 
cumulus cells are rapidly stripped off a follicular ovum 
when small pieces of homologous tubal mucosa are added 
to the preparation ; this stripping is not effected by 
hyaluronidase or by semen alone. He failed to observe 
any evidence of a specific attraction of the ovum for 
the spermatozoa, though those which come in contact 
with it by chance become fixed to it. In vitro the ovum 
can apparently be penetrated by several spermatozoa, 

1. Odor, D, L., Blandau, R. J. Amer. J. Anat. 1951, 89, 29 

2. Shettles, L. B. Amer. J. Obstet. Gynec. 1953, 66, 235. 
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though whether this occurs in vivo is uncertain. It 
also appears that the whole spermatozoon may remain 
intact after penetration of the ooplasm, as has been 
reported in several mammals. 

Such studies, carried on under artificial conditions, 
merely indicate probabilities, but they confirm that 
human as well as mammalian ova can be used to give 
information about the process of conception. The earlier 
work of Hamilton® in this country and Rock and his 
colleagues *® in the U.S.A. is thus being extended, and 
phase-contrast microscopy has now proved its value in 
investigations of this kind. 


RECURRENT PAROTITIS IN CHILDHOOD 

THE pioneer work of Payne ® in the ’30s added much 
to our knowledge of recurrent parotitis ; but this disorder, 
which is by no means rare, continues to pass unrecog- 
nised. Published accounts of it are few; the largest 
series Of cases in children was published in the United 
States by Bigler 7 a few years ago. Attention has again 
been drawn to it by Everley Jones,* who describes 20 
cases in children observed over a period of five years in 
the Midlands. 

Recurrent parotitis shows no decided age-distribution, 
though it is probably commoner in adults than in 
children. In children it seems to be equally common 
in each sex, but among adults it is much commoner in 
women than in men. The principal clinical feature is 
swelling of one or both parotid glands, recurring one or 
more times. The whole gland enlarges and is usually 
tender ; and when recurrences are frequent some enlarge- 
ment may persist between exacerbations. The frequency 
of recurrence may vary from weekly to yearly. In the 
active phases there is always some discomfort, and usually 
pain which may be severe. In most cases the orifice of 
Stensen’s duct usually looks normal, but in very acute 
episodes redness and swelling may be seen around it. 
Turbid saliva can nearly always be expressed, while in 
severe cases purulent saliva can occasionally be seen to 
drip from the duct orifice. In most cases the secretion 
produces the “‘ snowstorm ”’ effect described by Payne ; 
this is caused by small accretions of cells and mucus and 
casts of ducts, suspended in turbid saliva. Calculi are 
not formed. The diagnosis is confirmed by sialography. 
This valuable investigation, developed by Payne, reveals 
characteristic changes which Everley Jones found in 13 
of the 14 children in whom it was done. When sialo- 
graphs are taken after injection through a blunt needle 
of 1-2 ml. of a radio-opaque fluid into Stensen’s duct, 
spherical dilatations of the finer ducts are displayed ; 
occasionally dilatations, usually fusiform, are seen also 
in the main ducts. The dilatations are sometimes seg- 
mental. There may be no fever, and the white blood-cell 
count is usually only slightly increased. Payne observed 
that patients with recurrent parotitis are in general 
constitutionally nervous, and he suggested that instability 
of control of salivation via the cranial autonomic system 
might be a causal factor. 

As in other series, Everley Jones isolated «-haemolytic 
streptococcus (Streptococcus viridans) from the majority 
of his cases ; this organism was found alone in 12 and in 
association with a pneumococcus in 3, while a pneumo- 
coccus alone was isolated in 2. The pneumococcal cases, 
which seem to be relatively commoner in children than 
in adults, are usually more severe than the streptococcal 
and suppuration may occur; but rupture through the 
parotid fascia is rare. Pathologically the disorder is a 





3. Hamilton, W. J. J. Anat., Lond. 1944, 78, 1; Ibid, 1946, 
80, 224. 
4. Rock, J., Hertig, A. H. Amer. J. Obstet. Gynec. 1948, 55, 6. 

. Menkin, M. F., Rock, J. Jbid, p. 440. 

. Payne, R. T. Brit. J. Surg. 1931, 19, 142; Lancet, 1933, i, 348; 
Proc. R. Soc. Med, 1938, 31, 398; Brit. med. J. 1940, i, 287, 
Bigler, J. A. Med. Clin. N. Amer. 1946, 30, 97. 

. Jones, H. E. Arch. Dis. Childh. 1953, 28, 182. 
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mild chronic sialodochitis with recurrent exacerbations 
which lead to attacks of subacute parotitis. 

It may seem strange that this disease rarely affects the 
other salivary glands. In Payne’s series of 52 cases of 
recurrent sialadenitis the parotid glands were affected 
in 50 cases and the submaxillary glands in only 2. Dis- 
similarity in structure and function are thought to be 
the reasons for this selectivity : the parotid glands are 
entirely composed of serous acini drained by long narrow 
ducts—even Stensen’s duct is narrow—whereas the 
mixed serous and mucous acini composing the sub- 
maxillary and sublingual glands are drained by wider 
ducts. Infection of the parotid glands is undoubtedly 
facilitated by the greater tendency to stagnation of the 
secretion and the presence of only a small amount of 
bactericidal mucus in the secretion. A source of infection 
in the mouth, nose, or throat, such as carious teeth or 
septic tonsils, is found in a significant proportion of cases. 
There is no doubt that almost all forms of acute and 
subacute parotitis are caused by ascending infection. 
Bruce Pearson ® described 11 cases of recurrent parotid 
swelling in children in which there was no evidence of 
infection ; but usually there was a history of allergy, 
and he believed that allergic swelling causing obstruction 
of the duct produced the parotid enlargement. 

Recurrent parotitis is usually regarded at first as 
mumps; but once there have been several relapses the 
diagnosis becomes clearer. Acute staphylococcal paro- 
titis, which soon gives rise to pus and is not recurrent, 
and neoplasm, sialolithiasis, and sarcoidosis, which have 
distinctive features and are rare in childhood, are unlikely 
to be confused with recurrent parotitis. Treatment should 
consist in eliminating septic foci in the mouth, nose, and 
throat—notably carious teeth and infected tonsils. All 
workers agree about the importance of massaging the 
gland towards the duct orifice, to counteract the tendency 
to stagnation of secretion, which increases with infection. 
Massage should be done before and after each meal and 
also in the morning and at night. Instillation into 
Stensen’s duct of penicillin, or other antibiotic to which 
the infecting organism is sensitive, is usually helpful, 
though it does not as a rule bring about immediate cure. 
Assessment of results is difficult because spontaneous 
recovery is possible; but in Payne’s series, before the 
introduction of antibiotics, the average duration of the 
disease was nine years. 


THE TELL-TALE HEART 


READERS of Poe will remember the murderer who 
buried the corpse under the floor, but was undone by 
his victim’s heart, which obstinately refused to stop 
beating, and moreover did so with such loudness that it 
drove the unhappy slayer to madness and confession. 
Such an audible manifestation of cardiac activity is 
rare, even in life; and this is perhaps fortunate, for 
otherwise ‘‘ systolic pinking ’’ due to low-protein octane- 
rating might well have become part of modern advertising 
mythology. Occasionally, however, disease of the heart 
or lungs may produce sounds which can be heard with 
the unaided ear at distances from a few inches to several 
yards away. Bean,!° of Iowa, has lately collected from 
his own and from published records 164 instances of this 
unusual and interesting phenomenon. In about one-third 
of the cases described the audible sounds were in fact 
very loud valvular murmurs, usually produced by free 
aortic regurgitation. These are variously described as 
‘* croaking,’’ “* humming,”’ “‘ whistling,’’ or ‘* cooing,’’ or 
by some other musical term. Pneumothorax or inter- 
stitial pulmonary emphysema, either traumatic or spon- 
taneous, account for another third, and in such an event 
the sound is usually said to be ‘ clicking,’’ ‘* crackling,”’ 
or “‘ bubbling.’? Pneumopericardium is a less common 


“ 





9. Pearson, R. 8. B. Ibid, 1935, 10, 363. 
10. Bean, W. B. J. Amer. med. Ass. 1953, 152, 1293. 


ANNOTATIONS 


[SEPT. 26, 1953 665 


cause of similar noises. A loud ‘‘ mill-wheel’’? murmur 
may be produced by the churning of blood and froth in 
the right ventricle after air-embolism. Hiatus hernia 
sometimes seems to act as a sounding-board for the heart, 
and oceasionally a normal stomach distended with air 
and fluid may do the same thing. Very rarely audible 
heart sounds without apparent cause have been recorded. 

Loud heart sounds are usually not in themselves of 
great consequence, but they may be alarming and 
disturbing to the patient. Anxiety can usually be dis- 
pelled, but the disturbance of sleep may be troublesome. 
Bean tells a sad story of an unusual affair of the heart 
a young man was banished by his wife to the spare 
bedroom because his heart kept her awake; but for- 
tunately the disturbance proved transitory. 


EPILEPSY OF LATE ONSET 

THE onset of fits in middle and late life always raises 
a diagnostic problem. Since epilepsy is a symptom quite 
as much as a disease sui generis, there is always the 
possibility of some underlying progressive cerebral 
lesion, even when there is evidence to suggest a con- 
stitutional predisposition. The view that a progressive 
brain lesion, in particular a neoplasm, is responsible for 
the majority of fits coming on in middle age is still 
widely expressed in medical textbooks: and Penfield ! 
seems to give it his support. But there is now evidence 
against it. Nattrass * followed up a group of patients 
whose fits started at 40 or later, and he found no evidence 
of progressive brain disease in the majority of them. 
Berlin * supports this finding by his series of 125 men 
whose grand-mal seizures started at the age of 35 or 
later. 59 cases were followed for less than three years, 
30 for three to seven years, 21 for eight to fifteen years, 
and 15 for sixteen to twenty-five years. No evidence of 
general or neurological disease to account for the seizures 
was found in 84 patients, while in 40 others severe closed 
head injuries, cardiovascular disease, or alcoholism were 
considered to be at least partly responsible. Indeed, 
many neurologists would agree that the grand-mal 
seizure at any age, without focal aura or focal onset, 
is more likely, than not to belong to the group where no 
local lesion can be found. 

The question remains how iar in a given case we 
should pursue the search for a possible progressive 
brain lesion, which may be accessible to surgical treat- 
ment. Most physicians would be content with the findings 
of a thorough neurological examination, an X-ray 
examination of the skull, and a carefully planned electro- 
enéephalogram in the elderly patient, with evidence of 
vascular changes, who had a few isolated fits. If fits 
increase, however, or the patient is rather younger and 
there is nothing to suggest vaseular change the question 
of examination of the cerebrospinal fluid (C.s.F.) and air 
encephalography or angiography will sooner or later arise. 
If the c.s.¥. is abnormal, then encephalography should be 
done, unless there are special reasons against this 
investigation, such as the general condition of the 
patient or evidence of raised intracranial pressure. 
Further, if the fits are focal in onset or have a focal 
aura, then carotid angiography on the appropriate side 
should be undertaken : for focal fits in the middle-aged 
usually indicate a local, though not necessarily pro- 
gressive, lesion. Their significance is quite different in 
infancy or early childhood when a focal onset to con- 
vulsions of any sort is far more common. When the 
c.s.F. is normal, the value of intracranial air studies is 
doubtful. Marshall and Whitty,* for instance, found 
that in 52 Service patients, who had their first fit between 
20 and 40 years of age and who showed no abnormal 
1. Penfield, W., Erichson, F.C. Epilepsy and Cerebral Localisation. 

London, 1941. 
2. Nattrass, F. J. Brit. med. J. 1949, i, 43 
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neurological signs, air encephalography was of no further 
diagnostic value. Berlin’s findings are similar: of 57 
patients on whom air studies were performed, only 1 
showed a localised abnormality—a traumatic cyst, 
known to be of some years’ standing—and only 4 others 
showed significant generalised ventricular dilatation. 
Moreover, in reviewing another group of 81 proven cases 
of supratentorial brain tumour, he found that 3 had 
normal air pictures one year after the onset of epilepsy, 
and another 1 four years after the onset. 

The facts certainly cast doubt on the value of this 
investigation in grand-mal epilepsy without focal signs. 
On the other hand, the diagnostic value of focal fits or 
the presence of focal signs is well illustrated ; for in 
Berlin’s series of subsequently proven brain tumours 
presenting with epilepsy, 59% had jacksonian attacks, 
and in 85% either jacksonian attacks or neurological 
signs of a focal lesion developed within a year of their 
initial fit. These figures support the growing impression 
amongst neurologists that epilepsy of late onset may still 
be of ‘idiopathic’ type with a relatively good prog- 
nosis. This does not relieve us of the necessity of investi- 
gating such cases fully, because the occasional slow- 
growing neoplasm, which does present in this way, may 
be readily and successfully treated. Negative findings 
from a full investigation enable the clinician to give a 
reassuring prognosis with added confidence; and con- 
tinuing freedom from a focal element in the pattern of 
the seizures, and from neurological signs, suggests that 
this confidence has been justified. 


NEW OPTICAL AIDS 


Many of the partially sighted can read comfortably 
if the type is large enough. The National Institute for 
the Blind has done much research on the use of large 
types, and its committee on the education of the partially 
sighted found that books in 18-point type 


that is, in type of this size— 


could be read comfortably by most of the children tested. 
The cost of producing enough books in this type is 
prohibitive, however; and the same applies to books 
reproduced in large type by ‘ Photostat.’ In 1946, a 
joint committee of the Institute and the London County 
Council was appointed to advise on the use of optical 
aids for this group of handicapped people, and has now 
reported. The committee concentrated on magnification 
by lenses or projection, and on handwriting. When part 
of a page of type is seen with both eyes through a lens, 
two monocular images, which do not coincide, are 
formed. One of them is farther from the lens than the 
other, and displaced to one side of it. Moreover the 
distance separating the two images varies as the sight 
sweeps across the lens from one side to the other. The 
eyes have thus to make constantly changing efforts at 
accommodation and convergence, in the attempt to fuse 
the two images into one. In some people this causes 
headache and eye-strain, but the committee says this is 
not necessarily harmful. It was decided, however, to 
experiment with lenses of greater magnification and a 
wider field of vision than any on the market. With the 
coéperation of the research department of Imperial 
Chemical Industries Ltd., two aspheric plastic lenses 
were produced, one 41/, in. in diameter, the other 6 in., 
and both having a magnification of 3, with focal lengths 
of 6in. The magnification was satisfactory but the distor- 
tion and chromatic aberration could not be quite over- 
come with lenses of this type. Nevertheless plastic lenses 
—once the mould has been made—can be produced very 
cheaply, though they are, however, easily scratched. 
They can easily be protected by two sheets of plain 








glass, but these introduce annoying reflections. In the 
1. The Use of Optical Aids for the Partially Sighted. N.L.B. 


Bulletins, no. 19. I 
Great Portland Street, London, W.1. 


The National Institute for the Blind, 224, 
1953. Pp. 16. 
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earlier models, electric lamps were fitted along the lens- 
stand, so as to shine on the page, and coloured filters 
were often used to cut down glare; for this purpose 
amber seemed to be the most satisfactory colour. When 
fluorescent lighting was introduced, however, these small 
reading lights proved unnecessary, since it was possible 
to get good illumination throughout the schoolroom ; 
they carried, in any case, the inconvenience that a plug 
had to be fitted to every desk. 

The aim of the committee was to examine lenses 
capable of covering the whole width, and half the length, 
of a page of an average-size book, and they studied three 
lenses in particular : 

The ‘ Lenslite’ (glass), 8 in. focal length, plano-convex, 
magnification 2-5. 

The ‘ London’ or ‘E.D.L.’ (glass), 11 in. focal length, biconvex, 
magnification 1-9. 
The ‘ Britex’ 

magnification 2. 


(plastic), 10 in. focal length, aspheric, 
These were tried in schools for the partially sighted, and 
it was found that the children liked the ‘ London’ and 
the ‘ Britex’’ about equally, and better than the ‘ Lens- 
lite.” These were children whose visual acuity ranged 
from */g, to °/,,, though most of them had less than °/,,. 
They were also tried with binocular loupes, consisting of 
a@ pair of spherical lenses worn as spectacles over the 
ordinary correction spectacles, with the bridge of the 
loupes resting on the lower part of the nose. The pair of 
lenses forming these loupes are as though taken from each 
edge of a single large lens ; and as a result there is a single 
optical centre, and the reader does not have to make any 
effort to converge the eyes to look at a page held at the 
focal length of the lens combination. (The magnification 
is about 2.) Loupes of course, can be carried about more 
easily than lenses mounted on a reading stand, and they 
draw less attention to the user. The children, however, 
did not show any particular preference for the loupes 
over the mounted lenses. 

Magnification by projection can be achieved either by 
enlarging the projected print by means of lenses, with or 
without mirrors, or by microphotography of printed 
reading matter, which is then projected on to a screen. 
The first is done by the various types of episcope (which 
project on to a screen at a distance from the apparatus), 
and also by other devices which, by a system of mirrors, 
project the print on to a ground-glass screen contained 
in the apparatus itself. The magnification, with both 
types of apparatus, can be varied—with the episcope by 
varying the distance of the projector from. the screen, 
and in the combined units by the choice and positioning 
of lenses. Any printed book can be read with these types 
of apparatus; but the contrast between the print and 
background is poor, and the machines are expensive. 
Moreover, it.is hard to get the pages of the book fiat, so 
there is some distortion ; and every time a page is turned 
the book has to be adjusted so as to bring the first line 
into the correct position for reading. Print can also be 
photographed on to a micrefilm and projected on to a 
screen ; this device has been developed in America for 
patients obliged to lie flat in bed: the print is projected 
on to the ceiling, and a simple switch panel, managed by 
the patient, controls the movements of the film. The 
films are 100 ft. long and carry 1600 pages, which move 
from right to left.2 An apparatus of this type was installed 
last year at the Miller General Hospital, Greenwich. The 
joint committee is conducting experiments to assess the 
value of these microfilm projectors for individual, not 
for class, use. 

Coloured ‘* blackboards,”’ and different-coloured chalks 
have been used in some schools to help partially sighted 
children to read handwriting easily. The children in one 
school prefer blue chalk on a yellow board, but preferences 
vary. 


2. See Lancet, 1945, ii, 31. 
3. Ibid, 1952, ii, 943. 
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THE LANCET PUBLIC 


Public Health 


AN INFECTIOUS DISEASE INTELLIGENCE 
SERVICE 


A. W. S. THompson 
O.B.E., M.B. Edin., F.R.C.P.E., D.P.H. 
MEDICAL OFFICER OF HEALTH, AUCKLAND, NEW ZEALAND 


In a country like New Zealand, where the local health 
departments administer the social security medical 
scheme, contacts between general practitioners and the 
medical officer of health are liable to be of a somewhat 
unpleasant kind. In my own district, which covers some 
4000 sq. miles and has a population approaching 450,000, 
there are over 400 doctors in private practice, and it is 
impossible for the M.o.H. to know more than a few of 
them well. In such circumstances the doctor’s most 
frequent reminder of the existence of the health depart- 
ment is apt to be an inquiry about his claims for payment 
from the Social Security Fund. As a result he comes to 
regard the M.O.H. aS a snooper and checker of forms 
rather than as a colleague who happens to be a whole- 
time officer of the social medicine services. Two years 
ago I began an experiment in codperation between general 
practice and public health ; and this has been so successful 
as to seem worth describing. 


An Experiment in Codéperation 


I began by getting in touch with 10 general practi- 
tioners scattered about the city area of Auckland. I 
explained to each that I had felt for a long time 
that my department was not sufficiently in touch 
with the work, thoughts, and opinions of the 
general practitioner. At the same time we had no 
means of collecting accurate information about the 
prevalence of non-notifiable diseases such as measles, 
whooping-cough, diarrhoea, and vomiting. I invited the 
doctor to become a member of an unofficial group of 
practitioners who would send me each week a voluntary 
return of the numbers of new cases of certain diseases seen 
in the past seven days, with comments on other illnesses 
prevalent among their patients. On my side I would let 
them have each month an analysis of the returns from 
the group, with any other useful information about illness 
in the city which came my way from other sources. I 
also suggested that we might meet together ‘ once 
or twice a year” to review our work and discuss 
matters affecting general practice and the health 
department. 

Rather to my surprise I met with no rebuffs. Every 
doctor I approached agreed to join, and none of them 
thought that the preparation of a weekly return would be 
very difficult or too much trouble. 

The first meeting of what we now call the Medical 
Practitioner Group was held on Noy. 21, 1951. After 
talking over the plan for setting up an infectious 
diseases intelligence service we had a general discussion 
about illnesses prevalent in Auckland at that time. We 
went on to consider some health department activities in 
which the general practitioner was interested. These 
talks were so stimulating that it was decided to meet 
again the following month, and we have been meeting 
once a month ever since. At the second meeting I 
thought it wise to point out that I had not formed the 
group as an advisory body to guide the policy of the 
local health office. I was anxious to obtain, through the 
group, opinions on various matters concerning the health 
department and general practice, and would carefully 
consider them; but I did not undertake to accept 
its guidance where they conflicted with my own con- 
victions. On this basis the group has functioned very 
happily. 
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WEEKLY REPORTS 
The practitioner makes his weekly report on a cyclo- 
styled sheet with the following sections : 


1. Total number of new cases seen in last seven days : 


Chickenpox W hooping-cough 
Mumps Infective hepatitis 
Measles Diarrhcea and/or 


German measles 
Bornholm disease - 
Acute laryngo-tracheitis 


vomiting 
“ Tnfluenza”’ 
Otitis media 
2. Notes on D. and V. cases: 
affected, type, severity, &c. 
3. Note on types of “ influenza.”’ 
4. Other prevalent illnesses and remarks : 


Two further items were added later because of current 
developments in the city : 


Impressions of age-groups mainly 


Infective hepatitis.—Please give name and address of any case of 
jaundice with history of blood or plasma transfusion in past 18 
months. 

Acute nephritis.—Please list any definite cases, whether sent to 
hospital or not. 

Herpangina has now been substituted for acute nephritis 
in the weekly returns. 

Before the end of every month, forms for each Friday in 
the next month are posted to the doctor, each having a 
stamped addressed envelope clipped to it. He asks his 
nurse to place the appropriate form in front of him every 
Friday afternoon, for completion from the notes which 
he keeps in his pocket-book. If the doctor is away, the 
form is sent in by the nurse, suitably endorsed. To 
preserve uniformity and accuracy, information from 
locums or assistants is not asked for: obviously some 
locums would be less enthusiastic about this than others. 

At the office my personal clerk checks the forms in 
each week and reminds the doctor’s nurse by telephone 
if any do not arrive promptly. When this happens it is 
usually due to an oversight; somebody has forgotten 
to post the envelope. One member of the group was ill 
for the greater part of the first year, another who had 
to resign owing to overwork was not replaced immedi- 
ately, and most were off duty at some time or another ; 
but we have averaged more than 8 completed returns 
each week in the first twenty months. In the monthly 
analysis all figures are “stepped up” to show the 
calculated numbers of cases for the whole group of 10 
doctors, so that direct comparisons can be drawn from 
week to week. There are 114 general practitioners in 
practice in the city, and the group handles about a 
twelfth of the work of the area. Multiplying their 
figures by ten therefore gives a fairly reliable conservative 
estimate of the prevalence of diseases in the community— 
or at least of the cases seén by doctors. 


MONTHLY SUMMARY 


The monthly summary includes a table of the figures 
for the year up to date, and a digest of the notes and 
comments by doctors. Charts showing the prevalence 
of certain diseases week by week, and their distribution 
by the areas covered by members of the group, are kept 
in my office. In 1952 there were rather severe epidemics 
of influenza and mumps, and as the observers are dotted 
more or less from west to east across the city the spread 
of each disease could be traced as well as its general 
incidence. 

Discussion 

The value of this experiment from my point of view 
can hardly be overstated. It is a good many years since 
I gained my own small experience in general practice, 
and that was not in New Zealand. Now at least I can 
learn by regular friendly personal contact what the 
practitioner is thinking and what difficulties he is 
meeting with. 

Now and then I send out a circular letter to all practi- 
tioners in the district containing information about 
prevalent diseases, new health department facilities, and 
soon. These letters seem to be well received. From time 
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to time information obtained through the group can 
usefully be sent out in this way. In July last year, for 
instance, many cases of acute nephritis were being 
treated in hospital, and I learned from the group that 
about six patients were being looked after at home for 
every case sent to hospital. In some children hematuria 
had been noticed for several days before advice had been 
sought. A letter giving details and emphasising the 
importance of absolute rest from the onset was sent 
out to all doctors, and a little later warnings were 
published in the newspapers. Civilian epidemics of acute 
nephritis are rare, and even in this considerable outbreak 
most doctors saw only a few cases. Several doctors told 
me later that it was only after getting this warning that 
they realised what was going on—one of them in the case 
of his own symptomless hematuria. 

Except in emergency it is best to let the profession 
have information of this kind in advance of the general 
public ; but when any infectious disease is unusually 
prevalent I give a monthly statement to the press. 

The onset of a new epidemic of poliomyelitis was 
heralded several weeks beforehand by suggestive illnesses 
reported in detail by members of the group. Toxic 
labyrinthitis, otitis media, and a vesicular pharyngitis, 
which may be related to the “ herpangina” of the 
Coxsackie virus, have been shown to be remarkably 
prevalent. Bornholm disease and infective hepatitis are 
being watched. Acute laryngo-tracheitis, a fairly recent 
immigrant, has just been added to the weekly report list. 
It is obvious that there is plenty of material here for 
speculation and research. 

Quite often a medical officer of health gets a telephone 
inquiry from a newspaper office about an outbreak of 
measles, mumps, influenza, or some other non-notifiable 
condition. How humiliating it is to have to explain 
one’s ignorance of the situation! With this scheme in 
operation it is very different. We not only know what is 
going on, and can hazard estimates of the distribution 
and extent of any outbreak, but if there is any unusual 
illness in the community we have a means of getting 
reliable information at very short notice. 

Our records should also be useful in time to come if 
it is desired to ascertain, for example, the influence of the 
minor epidemic diseases on pregnancy. With some 
diseases, such as rubella, this method of estimating 
prevalence is probably more accurate than statutory 
notification, which is notoriously unreliable for diseases 
not treated in hospital. 

The enthusiasm of the group seems to grow from 
month to month, but membership has been limited to 
10, not only because that number makes it easier to 
circulate information and maintain personal contact, 
but because enthusiasm too widely diffused loses its 
virtue. As time goes on members will be lost for one 
reason or another, and replacements of equal energy 
and spirit may not be forthcoming. But already the 
experiment has shown that one kind of codperation 
between general practice and the health department 
which I had not thought possible under present conditions 
can in fact be achieved. 

The formation of a discussion group was not a definite 
part of the original plan, and I do not know how it will 
eventually work out. We meet at 8.30 p.m. (nearly all 
New Zealand doctors have an evening surgery) and we 
made it a rule that meetings would close at 10.30 P.M. ; 
but discussions generally end on the pavement. We have 
no fixed plan; so far we have met often because we 
wanted to get on with the subjects we were studying, 
and that may or may not continue. We have already 
published two articles (‘* Social Security and the Family 
Doctor” and * Financial Aspects of City General Practice 
Today ’’)! and a third is in preparation. 


1. Auckland Medical Practitioner Group N.Z. med. J. 1952, 51, 33 
Ibid, 1953, 52, 200. 


32; 
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For me these meetings are both enjoyable and stimu- 
lating, and I have been surprised and gratified that men 
who work so hard are willing to give up so much of their 
time. There is no better doctor than the good general 
practitioner, and no better man. When wein the public- 
health service find means to tap this almost untried 
source of inspiration and enlightenment we may at last 
be able to show that social medicine has a real meaning. 

I wish to thank Dr. J. Cairney, director-general of health, 
New Zealand, for permission to publish. 


Call for a Unified Service 

At a meeting of the Society of Medical Officers of 
Health, held in London on Sept. 17, Dr. Andrew Topping, 
the outgoing president, inducted as his successor Dr. C. 
Metcalfe Brown. 

In a presidential address, Dr. Metcalfe Brown discussed 
possible developments in the public-health service and 
considered how the three separate divisions of the 
National Health Service might be modified and ultimately 
fused. 

Centralisation of government, he declared, had greatly 
weakened local government, with consequent reduction 
in efficiency and a danger of runaway national finances. 
One suitable method of reform would be to create in 
the United Kingdom about fifty all-purpose local 
authorities, which would also be local health authorities 
administering the hospitals and consultant service, the 
general-practitioner service, and the public-health service. 
The local authority should be composed entirely of 
elected members ; and the medical profession and other 
professions should be represented by coéption to the 
appropriate local-authority committees, the final decisions 
resting with the council composed entirely of elected 
members. 

Turning to the functions of the Ministry of Health, 

Dr. Metcalfe Brown expressed regret that many of these 
had been dissipated. For instance, the responsibility 
for housing, which today was the greatest public-health 
problem, had been transferred to the Ministry of Housing 
and Local Government; and central control of duties 
relating to deprived children was exercised by the Home 
Office. The Ministry of Health had been at its best 
when its duties were advisory and supervisory, but not 
executive. 
“The administrative reform of local government and the 
absorption by large local authorities of the present functions 
of regional boards, boards of governors, and executive councils 
would remove the large executive functions of the Ministry 
of Health and allow it to concentrate on its true function.” 

Of the hospital and consultant services Dr. Metcalfe 
Brown said that the separation of teaching from other 
hospitals administratively was a mistake ; and Scotland 
had done well to avoid this. 

‘To base hospital administrative regions on university 
towns—and therefore presumably on the medical teaching 
schools of the universities—was illogical and unsound 
as it would be if a large industrial undertaking were to base 
its executive administration on its apprentice training school.” 


as 


The administration of all hospitals by a small number 
of large local authorities would ensure the best use 
of hospitals beds, would guarantee continued clinical 
freedom, and would eliminate the present waste in 
relation to hospital administration. 

Dr. Metcalfe Brown said that the widening of the 
interest of the general practitioner, and the need for 
preserving the continuity of medical care, made a clear 
case for placing part of the hospital facilities under his 
direct control ; and a unified administration would make 
this administratively easy. 

Short-term adjustments should include the return to 
existing local authorities of institutions for the care 
of the mentally defective. In the tuberculosis service 
the local health authority, which was already responsible 
for domiciliary prevention, should, pending general 
reorganisation, take over clinical supervision in the 
tuberculosis clinics and the homes. With regard to 
infectious diseases, administrative adjustments should 
be made to obviate the dangers of the system by which 
cases of infectious disease could be admitted to, and 
discharged from, isolation hospitals without the imme- 
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diate knowledge of the medical officer of health, who 
was responsible for prevention. 

Touching briefly on industrial medicine, Dr. Metcalfe 
Brown suggested that this should not be a separate 
system, which would add to the existing disunity and 
high cost of administration. 

‘Industrial medicine is not a separate subject—it is but 
one of the many applications of general medicine and public 
health. The few specialists who exist in the field of 
so-called industrial medicine are very necessary—e.g., the 
expert on poisons used in industry ; but surely he is a specialist 
in toxicology, not a medical officer in industrial medicine.” 

At the meeting members rejected by 78 votes to 31 a 
proposal to change the name of the society to the Society 
of Preventive Medicine. 


Poliomyelitis 

A W.H.O. expert committee which has been meeting 
in Rome to prepare a world programme of research 
into the disease last weekend issued a summary of its 
findings. 

The Times?! reports that the committee recommends 
that research laboratories should be set up on all 
continents, under the general supervision of W.H.O., 
to identify, type, and study strains of poliomyelitis 
virus, as well as to provide materials for diagnostic 
purposes in all laboratories participating. 

The committee declares that the virus enters the body 
through the mouth, and that the primary site of infec- 
tion is the alimentary tract. Poliomyelitis is a ‘‘ highly 
infectious disease spread by intimate association with 
infected persons.” 


1. Times, Sept. 21. 


INTERNATIONAL CONFERENCES 
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The committee, having studied the factors predisposing 
to, or precipitating, paralysis, suggest the following 
precautions: (1) that operations for removal of tonsils 
and adenoids should be avoided during epidemics ; 
(2) that the activities of people with an illness suspected 
of being poliomyelitis should be restricted for a week ; 
(3) that people intimately associated with cases of polio- 
myelitis should take the minimum amount of exercise 
from 5 to 21 days after exposure, avoiding fatigue from 
any cause, including travel. 

In epidemics the public are advised to take the follow- 
ing precautions: (1) to wash the hands before eating ; 
(2) to keep flies away from all food, and to wash 
thoroughly all uncooked food such as fruit and vege- 
tables; (3) to avoid intimate association (shaking 
hands, using common utensils, common towels, &c.) 
with members of a family in which a case of poliomyelitis 
has occurred within three weeks ; (4) to treat all febrile 
illness with caution; and (5) to avoid all over-exertion. 

The general movement of people into and out of com- 
munities where the disease is prevalent should be dis 
couraged ; but schools need not be closed, nor public 
gatherings forbidden. Swimming-pools with adequate ly 
chlorinated water should not be closed, but they should 
not be overcrowded. 

NOTIFICATIONS IN ENGLAND AND WALES 

Poliomyelitis notifications (uncorrected) in the week 
ended Sept. 12 (36th week of the year) were as follows : 
paralytic 92 (123), non-paralytic 81 (101) ; total 173 (224). 
This is a decrease of 51 compared with the previous week, 
the figures for which are in parentheses. This fairly sharp 
fall suggests that the peak of the outbreak has been 
passed. 





International Conferences 





NEUROLOGY 

Tue 5th International Neurological Congress was held 
in Lisbon from Sept. 7 to 12, under the presidency of 
Prof. Anténio Flores. The British delegates were headed 
by Sir Francis Walshe, F.R.s. The morning sessions were 
devoted to discussions on four major topics, while in the 
afternoons short papers on miscellaneous neurological 
subjects were presented and discussed. 

As was fitting in the city of Prof. Egas Moniz, two of 
the major discussions were on vascular disorders of the 
brain. On the first morning Dr. Seymour S. Ketty 
(Bethesda, Maryland) described the physiology of the 
cerebral circulation in vascular diseases of the brain, 
Prof. G. Schaltenbrand (Wirzburg) discussed brain 
pressure in relation to vascular disease, Prof. P. C. P. 
Cloake (Birmingham) the various types of obliterative 
arteritis which may affect the cerebral arteries, and 
Dr. M. Girard and Prof. A. Devie (Lyons) intracranial 
vascular malformations excluding aneurysms. The 
second morning was given over to the more surgical 
aspects of cerebral vascular disease. The discussion was 
opened by Professor Riechert (Freiburg im Breisgau) on 
the surgical treatment of thromboses; and he was 
followed by Professor Moniz and Dr. Miller-Guerra 
(Lisbon) on the angiographic appearances of intracranial 
aneurysms and angiomas, Prof. Norman Dott (Edin- 
burgh) on the surgical treatment of intracranial 
aneurysms, and Prof. H. Olivecrona (Stockholm) on the 
surgical treatment of arteriovenous aneurysms and 
vascular tumours of the brain. 

The third major discussion was on the parietal lobes. 
This was opened by Dr. Macdonald Critchley (London) ; 
he was followed by Prof. J. Lhermitte (Paris), who gave 
perhaps the most applauded of all the contributions to 
the congress, on anosognosia and disturbances of the 
body image, and Prof. H. Hoff (Vienna) on the codpera- 
tion between the right and left parietal lobes; while 
the fourth contribution, by Prof. D. E. Denny-Brown 
(Boston) on parietal lobe apraxia, was read, in his absence, 
by Dr. Merritt. 





The last morning was occupied by papers on the 
metabolic diseases of the brain. Prof. L. van Bogaert 
(Antwerp) and Professor Klenk (Cologne) discussed the 
semiology, pathology, and biochemistry of amaurotic 
idiocy ; Sir Russell Brain (London) described the 
neurological complicaticns of Gaucher’s disease, Dr. P. 
Castaigne and Dr. Francois Lhermitte (Paris) involve- 
ment of the nervous system in glycogen disease, and 
Prof. V. Giampalmo (Genoa) the lipoidoses. 

During the congress there were a number of demons- 
trations ; the most interesting of these was a series of 
radiographs showing the development of cerebral angio- 
graphy in the hands of Professor Moniz and Prof. 
Almeida Lima. The International League against 
Epilepsy, under the presidency of Dr. Critchley, held a 
discussion on temporal-lobe epilepsy, which was opened 
by Professor Gastaut, of Marseilles. 

Following the meetings in Lisbon many members of 
the congress went to Madrid to honour the memory of 
Ramon y Cajal in this centenary year of his birth. The 
Cajal Museum with its interesting personal and scientific 
mementoes was open, and a meeting was held at which 
tributes to Cajal were paid by Professor Ibor (Spain), 
Prof. John Fulton (U.S.A.), Sir Russell Brain, Professor 
de Wulff (Belgium), Prof. J. O. Trelles (Peru), and 
Prof. F. de Castro representing Cajal’s pupils. 





HAMATOLOGY 


THE 4th congress of the European Society of Haema- 
tology was held in Amsterdam from Sept. 8 to 12. Over 
500 members were present as well as about 250 guests. 
In all, at least 28 different countries were represented. 
The main subjects chosen for discussion at the scientific 
sessions were “ immuno-hematology,’’ haemoglobin meta- 
bolism and erythropoiesis, acute leukemia, lymph-node 
puncture, the blood-platelets, and coagulation. Although 
no sensational advances were reported, the congress 
made it very clear that hematology is rapidly growing 
in complexity and in importance as a branch of medicine 
and pathology. In all over 100 papers were presented. 

There was evidence from several sources that some 
types of drug-induced, as well as “ idiopathic,”’ thrombo- 
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cytopenic purpura are due to anti-platelet antibodies, 
and that anti-leucocyte antibodies may similarly be 
responsible for some types of granulocytopenia. Both 
in-vivo transfusion experiments and in-vitro agglutina- 
tion tests lead to this conclusion. 

The relation between porphobilinogen (excreted in 
large amounts in cases of porphyria) and the porphyrins 
was outlined by Prof. C. Rrwmneron (London) ; it is 
becoming clear on both clinical and experimental grounds 
that barbiturates may be a potent cause of porphyrinuria. 
Dr. J. WALDENSTROM (Malmé6) referred to a large family 
in North Sweden of which 150 members were known to 
have suffered from congenital porphyria. 

In the discussions on blood-coagulation, the main 
centre of interest was the mechanism of generation of 
blood-thromboplastin. Dr. F. KoLLer (Zirich) presented 
evidence for the existence of yet another coagulation 





VIEW [SEPT. 26, 1953 
factor (‘factor 10’’); and Dr. N. RosEnTHAL (New 
York) described a third variety of hemophilia. Unfor- 
tunately there seemed to be no promising therapeutic 
advances. 

Dr. R. G. MacraRLANE (Oxford) presented a film on 
marrow puncture which was particularly well received, 
being both educational and amusing. A notable demons- 
tration was the projection by television on to a very 
large screen of a series of demonstrations given in a 
nearby building. The definition was extremely good 
and the demonstrations could be seen in comfort by an 
audience of a hundred or more. 

The president of the Dutch Hematological Society, 
Dr. S. I. DE VriEs, the secretary-treasurer, Dr. M. C. 
VERLOOP, and the remaining members of the organising 
committee deserve great credit for the organisation of 
this successful congress. 





Points of View 


PERIODIC MEDICAL OVERHAUL 


Sir ADOLPHE ABRAHAMS 
O.B.E., M.D. Camb. F.R.C.P. 


CONSULTING PHYSICIAN, WESTMINSTER HOSPITAL, LONDON 


Mr. A.B. was sent to me with a tumour in the right hypo- 
chondrium, so large that he himself had become aware of 
its presence. He was a prominent executive in a large 
American industrial company, so valuable an employé 
that it was highly desirable to ensure so far as possible his 
immunity from illness. Accordingly he had been investigated 
by a clinic in Detroit ; and when I say investigated, nobody 
who has had any acquaintance with transatlantic thoroughness 
will need any reminder of its nature and scope. For after 
all, what was a few dollars’, or for that matter a few hundred 
dollars’, expenditure on insurance by a wealthy company ?” 
He had been given a completely negative report only three 
months previously. Now here was he with a retroperitoneal 
sarcoma, and six weeks later he was dead. 

Dr. C.D. came to me because he knew of my interest in 
athletics; and, proud of his physique at the age of 50, wished 
to exhibit himself as a remarkable specimen for his age. 
More to please him than to entertain myself, I went through 
the orthodox examinations, including of course the urine. 
To my amazement, this exhibited Bence Jones albumose. 
I referred him at once to the experts who deal with this 
rare anomaly, and they confirmed my observation. Dr. C.D. 
succumbed to multiple myelomatosis before his 51st birthday. 

Sir E.F. consulted me for “ indigestion,” by which he 
meant vague abdominal discomfort and nausea. The dura- 
tion of his symptoms-was three weeks ; hitherto his health 
had been in all respects satisfactory. No time was lost in 
appropriate investigations and within 7 days he was on the 
operating-table. Carcinoma of the stomach with widespread 
dissemination was revealed. Presumably his lesion started 
at least 6 months in advance of any symptoms. 

* * 


Articles, lectures, and broadcast invocations reiterate 
the advantage and value of a periodic medical examina- 


tion when well. In this way, it is represented, future 
illness may be avoided or early evidence of trouble 
already present discovered and arrested. Comparison 


is made with the routine overhaul of a motor-car— 
a specious but, I think, a spurious analogy. To indulge 
in a comparison at least no less applicable, nobody, 
so far as I am aware, advocates regular precautionary 
visits to our legal advisers with the idea of protecting 
ourselves from misfortunes and conflicts with authority. 
We think it more reasonable to wait until trouble arises 
and then to ask them to get us out of the mess. 


EXAMINATION 
But accepting the principle, what would be the 
minimum examination and investigation to constitute 
a net fine enough to catch essentials yet coarse enough 
to be practicable ? 





Taking the temperature. Examination of the cardio- 
vascular system and the lungs. Palpation of the abdomen. 
Testing the pupil reactions and the tendon-jerks. Estimation 
of hemoglobin, a red-cell count, a total and differential 
leucocyte-count. Testing the urine for albumin and sugar. 
Radiography of the chest. Ophthalmoscopy. Sigmoidoscopy 
might even be included. Precautionary measures might be 
extended to a barium meal, a barium enema, and intravenous 
pyelography ; to an electrocardiogram. The blood to be 
examined for a Wassermann reaction and for estimation of 
non-protein nitrogen. Gastric analysis, especially for achlor- 
hydria. There is literally no limit to the number of possible 
excursions into biochemistry. 

What might we reasonably expect from such a 
procedure ? Certain superficial discoveries: a lump 
in the breast, a polyp of the large intestine, a pigmented 
mole, and other potential candidates for malignancy. 
Reassurance—admittedly on occasion with precocious 
confidence—is another asset. Here and there entirely 
unexpected revelations will occur. But as I have 
suggested, and as any practitioner will agree, only too 
often the most elaborate investigation fails to discover 
a mortal disease even in a comparatively advanced 
stage. Against these sometimes uncertain advantages 
must be set the expenditure of time and money and the 
danger of creating hypochondriasis and what may be 
called disease-mindedness. 





INTERROGATION 


An alternative method of investigation is to refrain 
altogether from physical examination and rely upon 
an elaborate interrogation. These are the sort of 
questions recommended : 


Have you any tightness in the chest on exercising ? 
Any cough ? (Not forgetting, one hopes, to inquire about 
cigarettes. ) 
Has there been any change in your appetite of recent 
date ? Any soreness of the tongue ? 
Have you at any time seen double ? Any queer sensations 
in your limbs ? 
Do you feel better in cold or hot weather ? 
Any bleeding from the back passage ? In the case of 
a woman, any bleeding after coitus or since the 
menopause ? 
Have you noticed any difference in your weight ? 
Do you take any drugs ? (Certain drugs mask symptoms 
or produce skin disorders or blood diseases.) 
It is difficult enough, and calls for considerable experience, 
to assess the significance of volunteered symptoms. 
By this method the doctor would have the additional 
difficulty of estimating to what extent the answer is 
what the interrogatee believes to be genuine and what 
he supposes the interrogator desires. 


EDUCATION 


It should not be forgotten that it is the well, the 
healthy, who, it is advised, are to be examined. According 
to the dictionary, health is soundness of the body; 
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spiritual, mental, and physical well-being. It has been 
said that the conditions for health are : 

Satisfactory environment. 

Freedom from infection. 

Adequate nutrition. 

Congenial employment. 

Opportunity for self-expression. 

Sufficient rest and leisure. 

Realisation of a goal in life. 

A satisfying home circle. 

A degree of physical and mental fitness equal to possible 
stress. 

Ability to adapt to change. 

It is worth asking if it is not wrong to place the 
emphasis on the possibility of disease instead of on health- 
mindedness. Whatever the mechanism, the will to be 
well is a powerful influence, and an encouraging atmos- 
phere should be created. But if health routine has to 
be taught are doctors the best teachers ? Preoccupation 
with disease, necessarily the heritage of our training, 
may not provide the best milieu for health-mindedness. 
It may after all be preferable for us to come into line 
with our sister profession and adhere to our proper 
métier—the treatment of disease. 


- Personal Papers 


HOW DO I TREAT MY DOCTOR ? 


M. A. SIEGHART 
LL.B. 


Mvucu has been said, taught, and written about the 
human approach of the doctor to his patient. All agree 
that his success depends largely on the personal relation- 
ship which is established ; but opinions differ when it 
comes to deciding how this relationship should be formed 
—whether the principal part should be played by human 
kindness or perhaps by psychic intuition. The truth is, 
I believe, that the question “how do I treat my 
patient ?’’ will never fully be answered until it has been 
countered by the far more important one “ how do I 
treat my doctor ?”’ 

Even the most experienced doctor requires an experi- 
enced patient: one, that is to say, who has studied 
the relationship of doctor and patient from the patient’s 
point of view. For his diagnosis the doctor must rely 
largely on the case-history provided by the patient. 
Training and practice is needed before a patient can 
furnish a serviceable medical history. 

* * * 

The first data given in a case-history are usually 
name, address, and age, and if the patient is a woman, 
the profession of her husband. For women two important 
points already arise. First as to her age. If at all possible 
an experienced patient will avoid giving an age between 
40 and 60, for it is part of the acknowledged armoury 
of modern medicine to hold the climacteric responsible 
for all complaints arising in this period of a woman’s 
life. The absence of specific symptoms is immaterial, 
for the concepts of “ preclimacteric’’ and “ post- 
climacteric ’’ cover precisely this contingency. Every 
complaint from toothache to corns may be explained 
by ovarian deficiency, and thus held to be merely 
functional—a consideration which delights the doctor 
but has never yet cured a patient. 

Quite as important as the question of age is that of 
marital state. No experienced patient will admit 
to being unhappily married or, far worse, divorced ; for 
she well knows the automatic train of thought such an 
admission will set in motion: ‘a divorced woman is a 
misunderstood woman; a misunderstood woman is an 
unsatisfied woman; a woman who cannot lead a full 
sex-life will clearly suffer damage in body and soul.” 
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This chain of reasoning cannot be broken—not even 
by an assurance that one is leading the life of a wanton. 

The next point raised is the patient’s family history 
and her (or his) constitution. This leads to a thorough 
analysis of the lives and deaths of her ancestors. Here 
the patient who has successfully cireumnavigated the 
Seylla of the ‘* functional disorder’’ is drawn into the 
Charybdis of the “‘ constitutional factor.’’ The practised 
patient will maintain great reserve in replying to these 
questions: the hard-boiled one will describe herself, 
wherever possible, as a foundling. 

Questions on birth-trauma and teething can be evaded 
by the contention that there is no-one alive who can 
supply this information. Of the diseases of childhood 
the experienced patient will admit only to german 
measles, and that at a safely early age. 

* * * 


If the skill of the shrewd patient has so far succeeded 
in depriving the doctor of the possibility of an untimely 
diagnosis, she now has to face a far more difficult task. 
The foundling who has successfully weathered birth- 
trauma, teething, and german measles, and who is 
living, in a state of psychic equilibrium, in the short 
period which separates puberty from the climacteric 
must indicate the symptoms that have led her to the 
consulting-room. At no point does the antithesis 
between doctor and patient become more evident. For 
the patient, the disease consists of the discomforts 
which she experiences in her own body. To the doctor 
these are important only in so far as they support his 
diagnosis. He regards them as symptoms if he can use 
them, and as hallucinations if they hinder him. If 
the patient offers him nothing useful, he will try to 
get what he needs by leading questions, and every 
practised patient knows how difficult it is to defend her 
disease against such attempts at substitution. 

It is still more difficult, of course, to decide how much 
the doctor should be told and, even more important, 
in what form. If the patient complains too little, she 
is in danger of having her illness underestimated, for 
the doctor regularly deducts at least a half from the 
‘** subjectively coloured ’’ report of the patient as being 
‘**one-sided.’’ If she complains too much, on the other 
hand, she risks a diagnosis of hysteria, hypochondria, 
psychic disturbance, or the like—a diagnosis as fatal 
to the patient as it is tempting for the doctor. Where 
the science of the human body ends, that of the soul 
begins. It is difficult to report a diagnosis of hysteria, 
for no X ray can penetrate the psyche, and even necropsy 
(apart from its other disadvantages) may fail to vindicate 
the unjustly accused. 

* * * 


Only the patient who circumvents this last obstacle has 
mastered the difficult and necessary art of correctly 
treating her doctor, and deserves the honourable appella- 
tion of ‘‘ experienced patient.’’ She has recognised that 
the doctor, contrary to the layman’s | belief, is not 
omniscient, but on the contrary has at his disposal only 
a few well-tried diagnoses. The doctor’s work thus 
consists entirely in attempting to classify his patients 
under these heads. It is then the patient’s difficult and 
responsible task to provide the clues that will guide the 
doctor to the right diagnosis. If the attempt fails, it 
must be repeated again and again, but each time with 
a different doctor; for there is nothing more hopeless 
than to try to change the mind of a doctor who has once 
reached a diagnosis. 

Whoever can grasp this pattern of things and fashion 
her behaviour accordingly is the experienced patient, 
struggling optimistically for health. But she must 
recognise that she cannot demand a cure as of right. 
A cure can result only from the fortuitous encounter 
of a disease with a doctor embodying the correct diag- 
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nosis, and is thus an incredible fluke. Only if she has 
this remarkable luck does the experienced patient 
become the satisfied patient, the patient par excellence 
whose medical creed runs : 

‘* Easy it is of medicine the sense to comprehend : 

‘* You analyse the worlds both small and large, 

“To leave it safely in the end 

** In Heaven’s charge.” 


Special Articles 
JUVENILE DELINQUENCY IN NORTH 
AMERICA 
A NEW comparative survey! shows that, in the manage- 
ment of juvenile delinquency, the similarities between 
Canada, the United States of America, and Great Britain, 
are far greater than the main differences. In Great 
Britain more attention is paid to due legal process, while 
in the U.S.A. the philosophy of social work has exercised 
a powerful influence—the child’s need being the para- 
mount consideration. In Canada much owed to 
British concepts of legal process, but there has been a 
greater receptiveness to modern sociological and psycho- 
logical ideas. 
Professor 


is 


Tappan, who has made the survey, is 
impressed by ‘‘ the widening gap’ between the basic 
philosophy of justice that has characterised court 
behaviour generally (in the U.S.A.) and that which is 
evolving in children’s courts ’’ ; and he expresses concern 
that courts have had virtually no attention in recent 
years from the legal profession and very little more from 
social scientists and other relevant specialists. In 
Britain, too, lawyers as a body have neither contributed 
much to the evolution of an appropriate technique of 
administering juvenile courts, nor regarded sympathetic- 
ally the efforts of others to do so. 





YOUNG OFFENDERS 


Diversity of practice in the U.S.A. extends throughout 
the field of delinquency. Upper limits of juvenile-court 
jurisdiction vary from the age of 16 to 21 years, and 
there is greater overlap than in Britain, between these 
courts and the jurisdiction of adult criminal courts. Only 
in some 50 of the 3000 counties of the States have strictly 
specialised juvenile courts been established ; in the mixed 
courts of the remaining counties the judges, without 
special training or experience, tend to carry over into 
work with juveniles the ideas and methods of adult 
courts. Criminal courts still deal with some 20% of 
all children’s cases—whereas in Britain today it is rare 
for a juvenile case to be heard in a criminal court. 

Professor Tappan complains that, where they exist, 
juvenile courts in the U.S.A. tend to ‘* skirt the issue of 
guilt,’ and that there are organised efforts to convert 
the court into something like a general welfare agency. 
Upwards of half the cases are dealt with informally 
i.e., without a charge being preferred. Social investiga- 
tions are made before the verdict, and often the investiga- 
tion of the charge is merely perfunctory ; the welfare- 
minded American public accept this without comment, 
though the practice may threaten the children’s legal 
rights. The public do not realise that the courts’ capacity 
for providing treatment is gravely inadequate. Our own 
magistrates are no more trained or experienced than the 
American ones, and a parallel can be drawn with the 
probation system, which, though it was introduced in 
1896, is still handicapped by the poor quality of the 
training of its officers. Professor Tappan comments : 





1. Comparative Survey on Juvenile Delinquency. Part 1: North 
America, The first of a series of five regional reports, planned 
by the United Nations Department of Social Affairs, Division 
of Social Welfare. By Dr. PauL W. TAPPAN, professor of 


sociology and lecturer in law at New York University. 
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‘** Professional social work has continued to be somewhat 
naive about the role and the inherent limitations of 
probation in a juvenile court.’”? He makes a strong plea 
for codperation between courts and child-guidance clinics 
—neither agency, he says, can function with complete 
effectiveness without the participation of the other. 

American disposal and treatment of juvenile offenders 
are closely parallel to British ; however, we learn that 
New York is a fair illustration of ‘‘ the slow evolution 
towards the goals of children’s court performance.” 
Even up to 1945, some children in New York were 
detained in jail because of lack of detention accommo- 
dation, and in other parts of America, in 1953, this is 
still a commonplace. Even London, that despair of 
social workers, is not so badly placed as that. That 
some juvenile court judges act on the theory that remand 
in custody is a legitimate method of correctional ** shock 
treatment ’’ makes familiar reading ; but the notion is 
spreading that to do any good detention must meet the 
child’s mental and emotional needs and contribute 
towards his understanding of his position. 

The American penal system ‘“ outgrew,’’ as the report 
states, the use of corporal punishment by the courts in 
the early 18th century, and the American people can be 
congratulated on having none of the second thoughts 
the lingering longing to hit somebody—that have been so 
much in evidence in Britain lately. The list of punish- 
ments used in detention institutions, however, makes 
rather gruesome reading, and includes, in some places 
and to a slight degree, corporal punishment. Perhaps 
10% of delinquents are committed to institutions, 
roughly comparable in range to approved schools and 
borstal institutions together, and administered either 
by the State or by sectarian or philanthropic bodies 
as they are here. These institutions, like ours, are 
handicapped by difficulties in getting staff of suitable 
calibre. It follows that the training given is below the 
standard reached in the American public schools, and 
trade training does not get trade union recognition. 

British public opinion is widely convinced that the 
battle of the Old Bailey can be won, like Waterloo, on 
the playing fields. Professor Tappan notes this idea also 
in the U.S.A.: ‘ There has been an unusual amount of 
faith, however naively it is inspired, in the value of 
competitive athletic activities and callisthenics in the 
development of character and self-discipline...’ No 
other method of treatment is used anything like so freely. 
The ratio of psychiatrists working in State institutions, 
to the delinquent population is only about 1 : 325; and 
the complement of psychologists and social workers, 
though rather higher in Canada, is likewise hopelessly 
inadequate. On neither side of the Atlantic has a serious 
attempt yet been made to develop a technique of 
psychiatric treatment in delinquency  institutions— 
though wild and unjustified statements are sometimes 
made about the influence of psychiatrists in this field. 


PREVENTION 


An indeterminate sentence is commonly used in 
America, and makes possible a policy of release, depend- 
ing on the adjustment of the individual. Neither here 
nor in the U.S.A. is aftercare and follow-up pursued 
sufficiently seriously or at a proper professional level ; 
and the field of prevention of delinquency presents a 
chaotic appearance. Edwin J. Lucas wrote in the 
National Probation Association Yearbook, 1946: 


‘* Perhaps the fault lies in the multitude of theories advanced 
these days concerning crime Each so-called 
‘ preventive enterprise’ has its own concept of causation to 
which it adheres with a tenacity which would evoke more 
admiration if the concept were more valid. Thus it has been 
said that crime is due to the following: empty churches, 
broken homes, poverty, parental neglect, cheap commercialized 
recreation or not enough recreation, comics, mystery stories, 


causation. 
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radio thrillers, sex-stimulating movies, excessive mobility of 
population, illiteracy, malnutrition, glandular imbalance, 
feeble-mindedness, bad eyesight, and infected teeth, 

““In pursuance of those beliefs there have been myriad 
schemes: the prohibition of intoxicating drinks, of coffee, 
of some soft drinks, of tobacco, of juke-box machines; the 
control of movies and radio, the abolition of comics, and, 
believe it or not, the installation of more electric lights on 
street corners. It has been proposed that parents be prose- 
cuted and sent to prison. In San Francisco parents have been 
‘sentenced’ to parental schools to ‘learn’ how not to 
contribute to the delinquency of their children. And in New 
Jersey parents are being invited to attend classrooms with 
their children. 

“We have also had ‘ boys and girls weeks’; and someone 
recently offered a large sum of money to finance an annual 
‘erime prevention week.’ Judges have placed children on 
probation on condition that they read certain prescribed 
literature, and it has been proposed that piano playing is an 
antidote to antisocial behaviour. Meanwhile, newspaper 
editors, district attorneys and police commissioners are 
convinced that the only genuine crime preventive is the 
certainty and severity of punishment, swift and punitive 
justice, Legislation has been passed to require the sterilisation 
of hopeless idiots and imbeciles and to limit immigration on 
the theory that the foreign born are more criminalistic than 
the native born. 

“A well-known national magazine with an enormous 
circulation for some years has had a monthly feature devoted 
to ‘techniques of crime prevention.’ Of the fifty-two 
important men who in as many months contributed articles 
on the subject, one was an ex-president of the United States, 
two were mayors, seven were law-enforcement officials, 
nineteen were congressmen, one was a rear admiral, sixteen 
were governors, five were prison wardens, and one was the 
judge of a civil court. There were no criminologists, sociolo- 
gists, or psychiatrists among them. 

“From all of the foregoing it appears that thefe is no end to 
the proposals for prevention, because there is as yet no clarity 
of thinking on the genesis of the phenomenon we are trying 
to prevent. The clarity of thinking we hope for may be 
impossivle to achieve until behaviour scientists have 
elicited greater exactness from the veritable mountain of 
confused and confusing material accumulated each passing 
decade.” 


In Britain, too, everyone thinks it legitimate to have a 
go at the subject of causation of crime, but any proposal 
to study seriously and in depth its psychological back- 
ground produces more public anxiety than support. 
If only all speakers at political, religious, or social- 
welfare conferences on crime could be invited to read, 
and helped to understand, the implieations of the above- 
quoted extract, perhaps their speeches would be shorter 
and their thinking clearer. 

There are two interesting developments in preventive 
work ; first, the emergence, notably in New Jersey, of 
Community Coérdination Councils—panels of responsible 
local citizens who deal with all the delinquency problems 
that can be handled outside the criminal court. With 
police codperation and the support of an informed and 
stable local public opinion, this idea, competently under- 
taken, has much to commend it. Secondly, a Federal 
Act of 1940 authorises the establishment of Youth 
Correction Authorities—small boards of professionally 
qualified members with wide responsibilities for organising 
State-run preventive and correctional activities. Being 
one stage removed from judicial cares, they are in a 
better position to take a wide view of the problems 
involved. 

Orthodox sociological research has revealed the 
common ecological patterning of delinquency and of 
social disorganisation in the larger cities. Social reformers 
have hoped that an increased saturation of assorted 
welfare services in bad areas may do the trick. Recently, 
however, the British public, too, has begun to doubt 
whether the difficulties do not run deeper, and lie in faulty 
relationships within the family of the delinquent. 
American public opinion is nervous lest counter action 
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might imply some inroad being made into individual 
freedom and some chiselling of the bases of the social 
order. 

A modern psychiatric view holds that the main hope 
for the prevention of delinquency and the establishment 
of positive mental health is in greater understanding 
both of intrapsychic conflict and the nature of dis- 
turbances in relationship of an individual with his 
family, his community, his ethos, and his faith. To gain 
this understanding needs deadly serious, exact scientific 
study ; and to apply it successfully to delinquency 
requires that the legal instruments used shall be made 
capable of working with human nature. 


MEDICAL DEFENCE UNION 

At the annual meeting of the Medical Defence Union, 
on Sept. 15, Dr. S. Cochrane Shanks, the president, 
referred to the rising tide of litigation. There are, he 
said, several causes. Perhaps the most potent is that 
the hospitals are'now State institutions, and so are fair 
game. In the past, a patient might hesitate to sue a 
voluntary hospital, or a doctor who gave his services 
free. Not so today ; for it is the Treasury which pays, 
and the doctor, too, now that he is salaried. Another 
powerful encouragement to the discontented patient 
is the Legal Aid and Advice Act of 1949, under which 
litigants may receive free legal assistance in their actions 
against hospitals and doctors. 

“In this welfare social estate of ours a patient may be 
provided with free medical treatment by the State, and may 
subsequently, at» the State’s expense, sue the State for 
negligence. He will, if successful in his action, receive com- 
pensation from the State. He will, even if unsuccessful, 
have his legal expenses paid by the State and, being a poor 
person under the Act, will not be called upon to pay the legal 
expenses incurred by the State in rebutting his unsuccessful 
and sometimes frivolous suit. Was even Dr. Faustus 
submitted to greater temptation ?” 


Two other factors, Dr. Cochrane Shanks continued, 
add impetus to this flood. The first is the example of 
the compensation paid to injured persons under the 
Road Traffie Act. In road traffic accidents the doctrine 
of res ipse loquitur reigns supreme, and there is in the 
minds of the public—and sometimes even in that of 
the courts—an unfortunate splash-over into medico- 
legal cases. ‘‘ I have not been cured ; I must therefore 
receive compensation ’’ is becoming almost a slogan. 

Finally there is the attitude of the less intelligent 
public press. Negligence, real or alleged, on the part 
of the doctor is news—maybe headline news. By the 
time the negligence has been disproved to the court’s 
satisfaction the story is dead, and other sensations 
have taken its place. But the impression left with the 
litigious patient is obvious. 

The Union’s council, through its representatives, has 
continued joint negotiations with the Ministry with the 
object of defending unwarranted actions together, and 
of settling just claims by a defendant in amicable agree- 
ment. Dr. Cochrane Shanks said that he has every hope 
that agreement may soon be reached between the three 
defence societies, the British Medical Association, and 
the Ministry. 

The Union’s annual report shows that in the year 
1952 the number of cases passed to the solicitors rose 
from 182 to 228. The issue of professional negligence 
arose in 65 cases ; 7 were concerned with the defence of 
members or the prosecution of non-members before the 
General Medical Council ; 3 with unqualified practice ; 
23 with libel and slander; 42 with inquests; and 26 
with representation of members before one or other of the 
disciplinary bodies under the National Health Service. 
In 15 instances members sought help in difficulties 
arising out of appointments held by them. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 





IT was too wet to harvest, so the farmer decided to 
drench his sheep and lambs as a prophylactic against 
worms in general and liver-fluke in particular. I acted 
as nurse, pouring out 10 ml. doses into a graduated 
bottle while he forced the medicine—carbon tetra- 
chloride, suitably flavoured—down their throats. We 
watched anxiously for any of the reactions mentioned 
in the warning note on the tin. After 48 hours, just when 
we thought all was well, one lamb began to stagger 
around in small circles, finally collapsing motionless. 
The flock was quickly assembled with the aid of a capable 
sheepdog, and several of them were found to have greatly 
swollen ears and to be drowsy. When the vet arrived 
he gave them all a shot of an anti-histamine compound, 
issued a very poor prognosis for the bad one, whom 
I christened Alice, and hoped none of the swollen ears 
would become gangrenous and fall off. On our night- 
round all was well, but it was an anxious group that 
peered into the barn the next morning. ‘To our relief 
Alice was much better and there were no gangrenous 
ears—these had on the contrary all subsided. On being 
let out to graze, however, Alice proceeded ceaselessly 
to beat the bounds of the field; nor did she ever stop 
to graze. After some hours of circumambulation we put 
her back in the barn, where she lay motionless in the 
darkest corner and had to be fed on slops. But when 
1 left at the end of my holiday, Alice, after three anxious 
days of careful nursing, was at last beginning to perk up. 

The vet told us that contributory factors to the 
reaction were the wet weather, a recent change of diet 
from rough grazing to rich meadow pasture, and drenching 
too soon after dipping. He pointed out that only lambs 
had been affected, and then only white-eared lambs, 
the pigment in black-eared lambs protecting them from 
the action of actinic rays. Illness, it seems, is no less 
complicated in sheep than in humans, the dangers of 
drugs no less great; and after all there are hidden virtues 
in the black sheep of the flock. 

* * mm 

Sex and politics are the life-blood of journalism, 
though some papers have yet to hear of politics. Slum- 
ming in the back-streets of the human marrow, the 
intelligent observer cannot help noting from the 
columns of the Daily Blast, the Reticulosight, Kupffer’s 
Weekly, and the Myeloid Courier the interest of the 
average marrow inhabitant in political affairs. For those 
who would like to dip into these periodicals a short 
vocabulary of politico-haematological terms is appended : 


Clot retraction .. M.P. explaining a faux pas to the 
House 

Shift to left .. -» man who takes out a subscription 
to the New Statesman and Nation 

Shift to right -- man who cancels his subscription 
to N.S. & N. 

Red cell 3 -. shop steward 

White cell .. .. Russian waiter in Paris (see abso- 
lute count) 

Neutrophil .. -- man who reads the Manchester 
Guardian 

Absolute count -.» man who has a whole column in 
Debrett (see white cell) 

Genotype... .. caller for square dancing at Party 
conference 

Genes .. trousers worn for square dancing 
at above 

Crossed genes -. Wrong trousers back from laundry 
after above 

Platelet oh .. tip for Russian waiter (see white cell) 

Counting chamber .. whips’ smoking-room 

Polychromatic -» man who votes for all parties 

Sickle cells .. .. Russian transfusion 

Packed-cell volume .. number of Party members at union 
meeting 

Tile method .. .. Slogans in public lavatories 

Tube method .. distributing pamphlets on the 
underground 

Stab cell — .. assassin 

Colour index .. depth of political conviction 

Standard deviation.. angle of banner at Party rally 

* * * 
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Any doctor interested in allergy could not fail to 
appreciate the report and photographs of a baby walrus 
with allergic eczema of the face due to milk in its diet. 
Yet, such clinical findings are not unequalled. In 
my own practice, for instance, a young woman with 
asthma told me that she had two canaries in her home, 
one of whom strangely enough also suffered from asthma. 
A miserable bird, it had been condemned to a life of 
wheezing dyspnoea by the veterinary surgeon. Such 
a challenge could not go unmet, and my prescription of 
a 2% ephedrine solution to add to its drinking water 
produced a remarkable change. The bird became lively 
and cheerful and to the joy of all it began to sing for the 
first time. Three trials were made, with and without the 
ephedrine, with the same result. But pleasure carries 
with it responsibility. The young woman still has 
attacks of asthma and is clearly feather-sensitive. 
Close contact with feather dust is undesirable for her. 
To which patient do I owe the greater ethical 
responsibility ? Perhaps the decision may be made 
easier by the fact that the young woman cannot sing. 

~ * os 


When I arrived in America some two years ago people 
said, ‘‘ You’re a Scotsman, aren’t you ?’’ A few months 
later they said, ‘‘ Which part of England do you come 
from ?”’ Later still, they asked, ‘‘ How’s Canada these 
days?”’ But I was shaken when I penetrated beyond 
the Mason-Dixon line and found them saying, ‘‘ You’re 
a Yankee, aren’t you ? How’s Boston? ’’ It will be time 
to return home when I am hailed as a fellow citizen by 
someone from the East side of Brooklyn. 

* o* * 


I count myself fortunate to be a whole-time university 
worker, but it means that I live modestly. My home 
is close to the teaching hospital, so I cannot pretend 
that a car is anything but a luxury. I have sold mine 
and taken to the bicycle which I bought years ago and 
have hardly used until now. My preclinical colleagues 
regard me as an intellectual snob who wishes to be 
mistaken for a proper academic worker. The senior 
clinicians express concern about my health and treat 
me to a full measure of their bedside manners. The 
students no longer bother to conceal their contempt for 
somebody who has finally given unequivocal proof of 
having taken the wrong path in our noble profession. 

But there are advantages in the new arrangement. 
The small amount of extra time I spend on travelling 
is more than offset by not having a car to clean and 
grease at the weekends. On a fine Sunday, a cycle ride 
of twenty or thirty miles en famille gives a view of the 
countryside not easily caught from the driving seat of 
a hurrying car. Most of all, it is easier to be an enthusiastic 
motorist if you are not bothered with an actual machine 
to go wrong. For a small weekly subscription you 
can take the Motor or the Autocar and indulge your 
imagination while following current trends in design 
and performance. One week I scream around corners 
in a Jaguar XK 120; another I move with speedy 
distinction in a pre-war V-12 Lagonda, the last creation 
of the famous W. O. Bentley; then the stark beauty 
of an Aston Martin DB 2 makes an irresistible appeal ; 
and on wet weekends I become plush-minded and purr 
along in a Rolls or Daimler. You can see that as an 
armchair motorist I now enjoy not only variety but 
also a class of car almost entirely reserved in real life 
for film-stars and gynecologists. 

* * * 


News from the Far East.—There are about half a dozen 
frogs jumping about my sitting-room, while quite a number 
are waiting outside for admission; lizards of various sizes 
and in considerable numbers, 15-20 at a time, decorate the 
walls and ceiling. Useful creatures they are, since they catch 
troublesome insects, and I pray that there may be more of 
them. D.D.T.-resistant mosquitoes, and indeed insects of 
every description—such as cockroaches and moths of tre- 
mendous size—offer a paradise for the research biologist. I 
am prepared to give hospitality to anyone who wishes to 
undertake studies with a view to getting rid of most of his 
fellow guests. I am even willing to serve as a test subject 
for his investigations as to whether any substance designed 
to kill the smaller world is more harmful or less harmful to 
human beings. I can say no more. 
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Letters to the Editor 





MODIFIED BOTH RESPIRATOR 
Srr,—The experience gained in modifying the Both 
respirator ! and the nursing of patients in the modified 
respitator showed that more could be done to provide 
the patient with greater comfort and to reduce the 
nursing difficulties. 


Change-over to Manual Pumping 
Two disadvantages remained after the pump had been 
modified. The first was that the change-over to manual 





then attached to the horizontal pumping arm, which fits into the tubular ‘‘ T "’ handle. 
The handle is being secured with a pin attached to it. The hole from which the 
gudgeon pin has been removed, to allow the pumping arm to descend, can be seen at 
the top of the shaft. The pin has been placed in the holding clips on top of the unit 


for safe keeping. 


pumping in the event of a failure or a cut in the electricity- 
supply or a motor breakdown was very difficult especially 
since, if the failure occurred at night, the change-over 
might have to be carried out in partial darkness. This 
might well be beyond a nurse’s capabilities. The second 
disadvantage was that if the switch was left ‘‘on’”’ the 
restoration of the electricity-supply might cause serious 
damage to the pump unit, 
putting it out of action for 
hours and possibly days. 
The manual pumping was 
also difficult and could not 
be maintained for any length 
of time without assistance. 

Dr. R. W. Durand, super- 
intendent-in-chief at the 
Wellington Hospital, New 
Zealand, gave Captain G. T. 
Smith-Clarke, chairman of 
Group 20 hospital manage- 
ment committee, details of 
an improved manual pump- 
ing arrangement. The credit 
for the basic ideas belongs to 
Dr. Durand and his chief 
engineer. 

Fig. 1 shows how a nurse 
can change over from electric 
to manual pumping with the 
new arrangement. The com- 
ponent parts for the modified 





1. Smith, R. E. Lancet, 1953, i, 674. 
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Fig. 2—New head-board and new adjusting 
head-rest. 
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unit are included in the kit to be supplied by the Ministry 
of Health for the modification of Both respirators. The 
change-over consists in removing the gudgeon pin from 
the central shaft of the pump (a simple operation), 
removing the ‘“ T’’-shaped pumping handle from its 
holding clips on the top of the pump unit, fitting it to the 
horizontal pumping arm by inserting it into the tubular 
“'T? handle, and securing it with a pin attached to the 
handle (fig. 1). Pumping can then be started, and instead 
of having to move the handle vertically up and down as 
formerly, which necessitated stretching over the pump 
unit, the nurse can stand on the side and pumping is 
much easier because of the long arm of the “ T”’ handle. 
If the electricity is restored, the pump is 
worked electrically and the piston going 
up the shaft can do no harm. The nurse can 
then switch off the electricity for a second, 
reinsert the gudgeon pin through the hole 
from which it was removed, and the elec- 
trical pumping continues when the current 
is switched on. The noise of the-pumping 
is much less with this new improvement. 
Improved Head-board and Neck-seal 

The split head-board and neck-seal 
previously described + was recently used 
for an adult male patient, and although 
this was much easier to use than the fixed 
head-piéce with the circular neck collar 
it still had the disadvantage that the 
upper section of the split head-board, 
when open to the full extent, limited 
access to the patient, and the patient 
could not be placed prone for postural 
drainage. The split head-board has there- 
fore been redesigned to allow the top 
half, when opened, to slide upwards and 
rest on top of the cabinet. 

When the bed is withdrawn there is 
unimpeded access to the patient and the 
neck is entirely free (figs. 2 and 3). More- 
over, the patient can be placed prone for 
postural drainage, and a _head-support has been 
introduced which is adjustable upwards and downwards 
and can be withdrawn from the head of the cabinet to 
allow for collection of vomit and drainage from the 
bronchus. This has been done by making a_ recess 
in the lower half of the headpiece so that the chin is not 
pushed forward by the head-board. 





Fig. 3—Bed withdrawn, showing split head-board 
in open position. 
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All these improvements have been designed by Captain 
Smith-Clarke, as were the modifications described in 
my earlier article, reference to which will show the 
difficulties of manual pumping and of getting access to 
the patient. 


Rugby. R. E. Smita. 
PREMENSTRUAL TENSION 
Sir,—May I comment on your leading article of 


Sept. 12? 

In the first place premenstrual tension is not as rare 
as you suggest, for it was the main source of complaint 
in 3% of 2000 hospital patients. Secondly, your sugges- 
tion that progesterone treatment is highly successful 
is not borne out in my experience, for though it is true 
that about half the cases are adequately relieved there is 
little result in the remainder. On the contrary, most 
patients find ethisterone in large doses nauseating, and 
the common delay in the appearance of the next menstrual 
period is a source of anxiety to the majority of patients. 
Inhibition of ovulation by androgen therapy during the 
first fortnight of the period is more uniformly successful ; 
masculinisation is not produced by the small doses used 
by Bishop. In any case this side-effect may be completely 
eliminated by the use of a newer non-virilising androgen 
such as ‘Androstolone.’ This therapy combined with pre- 
menstrual ammonium chloride will relieve a great 
majority of cases. 

A point of considerable interest from the theoretical 
point of view is that these patients rarely complain of 
spasmodic dysmenorrheea, and their intra-uterine pressure 
during the flow is never high. Both these facts substan- 
tiate Morton’s work on the diminished progestational 
influence which is probably the cause of the condition. 


London, W.1. ALBERT Davis. 


MONILIASIS DURING ANTIBIOTIC THERAPY 
Sir,—As you stated in your annotation of July 25, 
Candida albicans is present in the gastro-intestinal tract 
of most normal people and, being resistant to all common 
antibiotics, will increase when concomitant bacteria are 
eliminated by antibiotic therapy. 

I should like to add that the elimination of bacterial 
competitors for food-supply is certainly not the only 
factor involved in this increase of C. albicans, since it 
has been reported that some antibiotics have, at least 
in vitro, a direct or indirect stimulating effect on the 
growth of CO. albicans. 

It has been shown by Moore,! by Pappenfort and Schnall,? 
and more recently by Huppert et al.* that aureomycin 
exerts a direct stimulation on the growth of C. albicans in 
Sabouraud’s broth, in Sabouraud’s agar, and in a 
synthetic broth. 

On the other hand, I had observed an indirect effect of 
penicillin on C, albicans (1947, unpublished). When cultivated 
in Schopfer’s entirely synthetic medium, this fungus requires 
biotin as the only essential growth factor. When biotin is 
present in the medium at an optimal concentration, penicillin, 
even in large amounts, has no effect on the yield of C. albicans. 
But when biotin is added in insufficient quantity to the 
synthetic medium, then the presence of penicillin (about 
100 units per ml.) has a significant enhancing effect on the 
growth of C. albicans, as if it acted in synergism with biotin. 
When penicillin is present alone in the medium, without 
biotin, C. albicans does not grow at all—a fact which eliminates 
the possibility of penicillin containing, as an impurity, some 
growth-promoting factor. 


semi- 


In the course of antibiotic therapy, elimination of 
some of the intestinal bacteria necessary for the synthesis 
of vitamins and other metabolites should have some 
adverse effect not only on the patient’s economy but 
also on ©. albicans itself, which requires at least one of 
these metabolites, biotin. However, if the phenomenon 


1. Moore, M. J. Lab. clin. Med. 1951, 37, 703. 


2. Pappenfort, R. B., Schnall, E. irch. 
8, 729 


3. Huppert, M., MacPherson, D, A., Cazin, J. 


intern. Med. 1951, 


J. Bact, 1953, 65, 171. 
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described above also takes place in vivo, the presence 
of aureomycin or of penicillin might, at the same time, 
provide a way by which the fungus could overcome 
this deficiency and proliferate. 

Evidently, such observations do not yield any informa- 
tion as to whether (©. albicans is actually responsible 
for the disturbances following antibiotic therapy. The 
abundance of OC. albicans in the stools of patients with 
sprue or pernicious anemia may suggest that, in all 
these cases, some definite change in the metabolic 
environment in the gastro-intestinal tract is the common 
cause of the fungus’s proliferation. 

New York State Medical Center, 


New York City, U.S.A GEORGES H. WERNER. 


TOBACCO-SMOKING 

Str,—A leisurely investigation into the psychology 
of tobacco-smoking in average people, which I made 
over a considerable number of years, leaves me in no 
doubt that, contrary to what Dr. H. Pullar-Strecker 
(Sept. 12) maintains, tobacco is very much a drug of 
addiction. Precisely the same fundamental psychic 
attitudes shown by, for example, the morphine addict 
to morphine are also, on close scrutiny, plainly demons- 
trable to a greater or lesser extent in the addict to 
tobacco, Certain things, however, tend to obscure the 
kinship between these two addictions. 

The chief thing is that the textbook picture of the 
(for example, morphine, opium, hashish) addict, while 
true of addicts who have fallen into medical hands, is 
not a correct picture of addicts taken en masse. For 
instance, from conversations I have had with people 
who have been in the East and who have had oppor- 
tunities of paying particular attention to the subject, 
it is evident that the vast majority of addicts are not 
miserable, depraved creatures whose one and only 
thought is to get hold of their daily supply : nor, again, 
do they require increasing doses to secure the effect of the 
drug. On the contrary, they are average, everyday people 
who go successfully about their everyday affairs—just 
like tobacco addicts in this country, provided they are 
assured of their 10-15 cigarettes a day. 

However, take away the supply of the tobacco addict 


and a very different picture presents itself—e.g., the 
child who will steal and then sell a typewriter to get 
money to buy cigarettes. Equivalent reactions are 


revealed by many adults who will spend more annually 
on cigarettes than would supply a much-needed annual 
holiday, a stair carpet, or an educational endowment 
policy for their children’s education. This point can 
be made still more plainly by considering how, in 1952, 
the people of this country spent far more on tobacco 
(£823 million) than on the National Health Service. 
The amount we spend on tobacco and alcoholic drinks 
is almost a quarter of what we spend on foodstuffs. 
Surely such figures betoken ‘‘ an overpowering desire 
or need (compulsion) to continue taking the drug and to 
obtain it by any means,’’ and justify us in concluding 
that the W.H.O. distinction between drugs liable to 
produce addiction and habit-forming drugs is mere 
hairsplitting. 

The definition to which Dr. Pullar-Strecker refers is 
unsatisfactory in that it mixes up psychological, moral- 
istic, and social aspects, thereby unnecessarily confusing 
the issue. I would suggest, instead, the following 
tentative definition of an addiction : 

A psychiatric abnormality the psycho-economiecs of which 
is to effect a psychic equilibrium by means of repeated 
dependent behaviour directed towards an external and usually 
inanimate object which is eventually incorporated into 
the body which develops tolerance to the physical effects 
of the incorporation on the basic psychic relations with 
that object being at an oral level of libidinal development, 
and the dependence being such that equally satisfying sub- 
stitute relations with other objects cannot be established, 
with, consequently, the production of withdrawal and 
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attempted substitute symptoms when the physical source of 
the gratification is removed. 

Such a definition holds even in those cases where 
the drug is taken by injection ; for, in addition to the 
invariable oral psychic symptoms revealed on investiga- 
tion, other psychiatric symptoms deriving from other 
levels of libidinal development also enter into an 
addiction and may, superficially, obscure the basic 
clinical picture. Such a definition, also, would not only 
cover the ‘“ malignant’’ addictions, as Glover calls 
them, but also include very interesting ‘ benign ”’ 
addictions not mentioned in textbooks. ‘These include 
excessive milk-drinking in adults (the least complicated 
form of addiction) and barley-chewing and_ turnip- 
chewing, cases of which have been referred to me by 
practitioners because of the chronic, compulsive, absorb- 
ing, and inordinate extent of such activities. 


Shotts, Lanarkshire. R. Goon. 


OCCUPATIONAL HEALTH SERVICE 

Srr,—Dr. Parker, in his letter last week, recognises 
the danger of setting up a separate occupational health 
clinical service, with all the duplication and waste which 
that would entail. So far in this country we have only 
touched the fringe of occupational health. In the coming 
years we shall see a growing realisation that the health 
of a man or woman must be considered in relation to his 
or her total environment ; this need applies as strongly 
to shops, offices, shipyards, and farms as it does to 
factories. An occupational health service is necessary in 
order to increase both the health and the wealth of the 
community. 

Such a service, however well organised at the top, 
cannot become a reality until the family doctor is enabled 
to consider the patient in relation to all the circumstances 
of his life. The present contribution which the 18,000 
British doctors make to occupational health is equivalent 
to the employment of not more than 200 whole-time 
doctors, if as many. The 10% of G.p.s who play some 
small part in industrial work must be raised to 70% or 
more. This can be done only if there is an efficient 
regional organisation for occupational health to which 
the G.p. can look for advice and training. 

The Medical Practitioners’ Union recently published 
a memorandum on this subject. The most important 
conclusion reached was that an occupational health 
service must become an integral part of the National 
Health Service and not merely be codrdinated with it. 
This could be well achieved by transferring the Factory 
Department to the Ministry of Health, thus keeping the 
experience of the Factory Department and ensuring its 
integration with the other health services. 

The organisation of an occupational health service at 
regional level raises a more controversial issue. Various 
reasons (which I have no space to give) impelled us to 
the conclusion that the local health authority (county 
or county borough) was the only practicable body for 
the purpose. Each M.o.u. would then have an additional 
assistant M.O.H. in charge of occupational health. The 
function of the latter would be to train, advise, and 
integrate the work of the G.P.s in the area in so far as 
occupational health was concerned. In the larger areas 
several whole-time doctors would be needed ; communal 
studies on morbidity would be undertaken and research 
work initiated. 

Only with some such regional organisation will G.P.s 
be enabled to play a full part in occupational health 
work. No cadre of experts can replace them. When I 
expressed this view to the T.U.C. conference recently I 
was asked whether the G.p. was going to learn occupa- 
tional health at the expense of the patient. The speaker 
did not appreciate that sound clinical knowledge is the 
basis of occupational health work and that no theoretical 
training can possibly fit a doctor to enter any kind of 
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factory and deal with all its problems. He must learn on 
the job. 

I hope that the medical profession will insist that a 
unified health service is the only one capable of producing 
true ‘* occupational health.” 

Medical Practitioners’ Union, 

55, Russell Square, 
London, W.C.1. 


BRUCE CARDEW 
General secretary. 


PHENYLBUTAZONE 

Sir,—During the course of an investigation into the 
correlation of therapeutic effects with blood-levels in 
phenylbutazone therapy, we have noticed in recent 
months a diminution in the clinical response with a 
corresponding fall in the serum-phenylbutazone levels, 
sometimes to blank values, on a dose of 600 mg. daily. 
We have reason to believe this is due to a change in the 
coating of the tablet with consequent reduction of 
absorption of the drug. It has been possible by splitting 
the tablet before ingestion to obtain therapeutic effects 
and serum concentrations similar to those previously 
obtained, without any increase in the incidence of gastric 
disturbance. 

ENA Bruck 


Rheumatism Department, M. E. FEARNLEY 
West London Hospital c 
I. MEANOCK. 


MALARIA IN SERVICEMEN 

Sir,—A number of cases of malaria have been found 
in Servicemen who have returned from abroad.1? Last 
year, at the Military Hospital, Tidworth,’ we saw 102 
cases which were diagnosed by finding Plasmodiwm 
vivax in the blood. 

Of these 102 patients, 69 were having a first attack 
(suppressed primary cases), and 33 had had one or 
more previous attacks. All these patients had returned 
from service in Korea, Malaya, or Hong-Kong. While 
stationed overseas all patients had been on suppressive 
proguanil (‘ Paludrine’) 100 mg. daily, which was 
stopped some time during the voyage home. The distri- 
bution of cases was as follows : 


Suppressed Relapsed 


From » primary cases cases Totals 
Korea... ; 46 ie - 20 an sn 66 
Malaya .. ar 9 3 . 13 “* os 22 
Hong-Kong , 14 a ais 0 wa ha 14 

Totals Ys 69 + ee 33 a oe 102 


Clinically the patients presented with fever, sometimes 
with a rigor, and some with general malaise, headache, 
anorexia, and upper respiratory symptoms. Only 34 
had palpable spleens. All patients responded rapidly 
to treatment with quinine gr. 10 and pamaquin 10 mg. 
thrice daily for 14 days. Bed rest was enforced during 
treatment, and no serious toxic effects were noted. 
A follow-up of these cases 6 months to a year after 
treatment revealed 6 proven cases of relapse, and 4 
in which there had been undiagnosed short-term fevers ; 
4 patients could not be traced. This accords with the 
usual relapse-rate on such treatment. 

The possibility of a subclinical parasitemia preceding 
clinical manifestations was investigated by blood films 
taken from 84 fit men of the Gloucestershire Regiment 
approximately 6 months after proguanil was discontinued. 
There was only 1 positive result—in a man who had 
already had two recent attacks treated with quinine 
alone. Of the apparently normal men in this group 
2 subsequently had attacks, one 4 days after the test 
and one a month later. There thus appeared to be no 
obvious subclinical parasitzmia. 

The use of proguanil as a suppressive agent is now well 
established, even though drug resistance arises in some 
strains of P. vivax and P. falciparum. The latent period 





1. Macdonald, G. Lancet, 1952, ii, 45. 
2. Adams, A. R. D., Seaton, D. R. Ibid. 
3. See MacFarlane, R.G. Ibid, p. 288. 
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between discontinuation of this drug and the onset of 
clinical disease may be due to drug inhibition or, more 
likely, to the natural history of the parasite. Suppressed 
primary malaria due to the temperate strain (from 
Korea) came on after an average latent period of 6 months, 
compared with an average of 2!/, months for the tropical 
(Malayan) strain. The distributions of cases in men of 


the Gloucestershire Regiment (from Korea) and the 
4th Hussars (from Malaya) were as follows : 
1952 
From Feb. March April May June July Aug. Sept. 

Korea* .. _— —_ 2 l 14 6 3 1 
Malayat.. 3 2 0 3 ~ - -- - 

* Embarked Nov. 21, 1951. 

+ Embarked Nov. 12, 1951. 


This attack pattern may, however, be explained on a 
seasonal basis, the temperate- -zone strain manifesting 
itself in the summer, and the tropical strain all the year 
round.* Investigations into the attack-rate in those 
at risk was not possible, owing to rapid dispersal by 
demobilisation and transfer to other units. 


R. G. MACFARLANE 


Military Hospital, 4. N. Husain 


Tidworth, Hants. 


WHAT IS ULCERATIVE COLITIS? 

Srr,—Mr. Brooke, in his letter of Sept. 12, refers 
to a paper by Felson and Greenberg > reporting that 
10% of 122 patients had developed ulcerative colitis 
at the end of a year, following an epidemic attack of 
Flexner dysentery. It should added that in none of 
these patients had the diarrhea cleared up since the 
initial attack. Mr. Brooke could also have referred to 
a later paper by Felson and Wolarsky ® in which they 
give an account of 61 cases diagnosed as chronic ulcerative 
colitis in military personnel. In 83 of these cases the 
onset of the diarrhea could be traced to a definite attack 
of dysentery and almost all of the patients had had 
their initial attack where dysentery was either epidemic 
or endemic. 

I contend, however, that these patients did not 
develop ‘“ ulcerative colitis’’ in the generally accepted 
sense of the term. Rather, their colons suffered per- 
manent damage as a result of their attack of dysentery, 
giving rise to the condition best termed postdysenteric 
colitis. This condition may have some points of 
similarity to ulcerative colitis and, if the destruction of 
the mucous membrane of the colon by the attack of 
dysentery is sufficiently severe, the end-result may some- 
times be the pathological state of the oolon, far more 
often seen in ulcerative colitis, described by Mr. Brooke 
in his article.?, One would like to see the case-histories 
of the patients who have had their colons removed by 
Mr. Brooke, after having had bacillary or ameebic 
dysentery initially ; but I suggest that it is possible that 


they had postdysenteric colitis and not ulcerative 
colitis, although their colons may have been patho- 


logically similar to those he has removed from patients 
with the latter disease. In the single example which 
he gives in his paper (case 4), the attack of dysentery 
may well have been incidental. 

Mr. Brooke’s statement that ulcerative colitis follows 
an attack of bacillary dysentery in a definite proportion 
of cases is, I maintain, based on a confusion of terminology 
and is not a valid argument in support of his view that 
ulcerative colitis is not a specific disease. Let us all 
agree on what we mean by the term ‘ ulcerative colitis,”’ 
and if some wish to include postdysenteric colitis 
under this heading, let us add the prefix ‘ idiopathic ’ 
to that great majority of cases in which the disease 
arises out Of the blue. I have already stated (July 4) 
some of the reasons fer the belief that “ idiopathic * se 





4. Kehoe, B. L., Chandler, B. F. Milit. Surg. 1952, 3, 325. 
5. Felson, J., Greenberg, H. Amer. J. med. Sci. 1936, 192, 553 
6. Felson, J., Wolarsky, W. Science, 1947, 105, 213. 
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ulcerative 
Hardy put it (July 11); and I was very glad to hear 
that he, with his exceptional experience of the disease, 
took so wholeheartedly this view. 
Worksop, Notts. J. M. 


colitis is a disease sui generis, as Professor 


RICE-OXLEY. 


TUBERCULOSIS IN GLASGOW 


Sir,—The correspondence under this heading developed 
into a general discussion on the control of tuberculosis, 
and for this reason I may perhaps be permitted to 
participate despite the long delay. I should like to 
support the views of Dr. James,! who stated that there 
was no evidence that ‘ good housing and a good standard 
of living will eradicate the disease ’’ and oppose the view 
of Dr. Paul? who stated that ‘‘ the tubercle bacillus is 
ubiquitous, and it is ridiculous to suggest that the 
disease can be conquered by physical eradication of the 
organism itself. History does not give any instances of 
the eradication of any such epidemic disease in this way.” 

I pointed out some time ago® that in 1863 Wiliam 
Budd, one of the pioneer epidemiologists, advised his 
medical colleagues to study natural epidemics in animals 
in order to throw light on human epidemics. During 
the first decade of the 19th century there were people 
who believed that tuberculosis in cattle could be con- 
trolled by raising ‘‘ healthy ’’ cattle with ‘“‘ sound mucous 
membranes ’’ that would resist tuberculosis. But in 
1901 M’Fadyean * wrote : 

“The man whose sense of proportion is not hopelessly 
defective will attach only minor importance to such con- 
siderations, and will concentrate his efforts against the one 
great cause of the disease—the operation of contagion. When 
that has been suc cessfully grappled with predisposition 
becomes of no account . 


Work on the control of bovine tuberculosis which has 
been summarised in your columns ® has shown that, 
at least when applied to cattle, M’Fadyean’s views were 
essentially sound; and the disease has been virtually 
eradicated from Finland (where human _ tuberculosis 
still takes a heavy toll), the vast area of the U.S.A., and 
the Scandinavian countries. Similarly, in Great Britain 
a voluntary campaign was begun in 1935 in which 
owners of ** attested ’’ tubercle-free herds received various 


bonuses. Farmers entering the scheme were allowed to 
sell reacting animals on the open market, and some 


purists objected strongly to this ; but the reacting cattle 
were usually from the best herds, with only slight lesions 
of tuberculosis, and they entered other herds, nearly all 
of which contained tuberculous cattle: the important 
thing was that more and more herds were created in 
which there was no tuberculosis, and diseased cows 
could no longer infect the young stock. Now over 40% 
of the 9 million eattle in Great Britain * are in attested 
herds and eradication areas have been established in 
which reacting animals will be slaughtered. All this has 
been achieved with no dislocation of the milk-supply or 
of the trade in cattle: in fact it has been achieved 
without the great majority of people (not even, possibly, 
Dr. Paul) realising that it has occurred. This success 
can perhaps be taken as an outstanding example of 
what may be done by the old-fashioned operation of 
enlightened self-interest (even though guided by the 
veterinary profession) and the free play of an “ open 
market.”’ 
Cattle can obviously be handled much more gasily 
than men ; but there is little doubt that, despite certain 
differences, tuberculosis in cattle resembles tuberculosis 
in man as closely as any other two diseases and certainly 
as closely as tuberculosis and diphtheria mentioned by 





1. James, E. F. Lancet, 1953, i, 1099. 

2. Paul, H. Ibid, p. 12 

3. Francis, J. Ibid, 08, ii, 

4. M’Fadyean, J. ae comp. Pan. (1901) 14, 179. 
>». Francis, J. Lancet, 1950, i, 34. 

6. Vet. Rec. 1953, 65, 478 
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Dr. James.! Predisposing factors must doubtless be 
given much more weight in human than in bovine 
tuberculosis, but despite the improvement in housing and 
nutrition which had taken place by 1947,’ tuberculosis, 
with a mortality of 55 per 100,000, was still the most 
important cause of death in Great Britain. Even in 
New Zealand, where living conditions are perhaps better 
than they are likely to be in Great Britain for some 
time, tuberculosis, with a mortality of 31 per 100,000, 
was the highest single cause of death in females 18-35 
years old.6 Again in Perth, Australia, 55% of 1069 
children 10-14 years old were infected with virulent 
tubercle bacilli in 1947.8 

The assumption that living standards, particularly in 
England, will continue to rise is perhaps optimistic ® ; 
but in any event better housing and better food depend 
on general economic development, and particularly on 
the activities of builders and farmers. There seems to 
be plenty of room for the specific medical and sanitary 
measures advocated by Dr. James?! and he has already 
indicated what they may achieve!®; one may also 
point out that human tubercle bacilli have been virtually 
eradicated from the island of Bornholm * and there are 
areas in the U.S.A.° where, in contrast to Australia, no 
school-children are infected with tubercle bacilli. In 
Tasmania, where there has been a vigorous campaign 
since 1947 and infected persons are isolated, the mortality 
has dropped from 42 per 100,000 to 11 per 100,000 in 
the first part of 1953. I would submit that we must not 
accept the ubiquity of the tubercle bacillus: it is 
important to remember that all people with consumption 
were once “ healthy reactors,’ and, as indicated by 
Dr. Paul,? the experience of war shows what will happen 
to these “ healthy reactors’? when exposed to adverse 
conditions. 

In their delightful book The White Plague," Dr. Dubos 
and his wife pay a courteous tribute to the work that 
has been done in the control of bovine tuberculosis and 
particularly the ‘‘ skilful policy of segregation ’’ that 
has been used in Great Britain. As they say : 

“It is by preventive measures that bovine tuberculosis 
has been practically wiped out in certain parts of the world, 
and this achievement has had far-reaching consequences for 
the control of the human disease. Wherever it has been 
achieved, the eradication of tuberculosis from cattle has 
brought about the almost complete disappearance of human 
infection caused by bacilli of the bovine type. It has helped 
to lower the cost of production of meat and dairy products, 
and has led indirectly thereby to an improvement of human 
nutrition and higher resistance to infection. Moreover, the 
fact that tuberculosis has been eradicated from certain 
animal populations has fostered the confidence that it could 
also be eradicated from human populations.” 

There was abundant evidence that bovine tuber- 
culosis would not have been controlled by any improve- 
ment in the “standard of living,’ and Dubos and 
Dubos quote from my book on Bovine Tuberculosis 
what is perhaps the most striking piece of evidence : 

“In 1890, Queen Victoria ordered that the dairy cows on 
the Home Farm at Windsor be tuberculin tested. Thirty-five 
of the forty cows were found to be tuberculin-positive, and 
tuberculous lesions were found in all of them! And yet 
‘the premises on which these cows were kept were probably 
the best in the kingdom, and the general cleanliness left 
nothing to be desired.’ ”’ 

In his paper on the etiology of tuberculosis,!* Robert 
Koch wrote : 

‘So much the more stress would I therefore lay on prophy- 
lactic measures, which should be directed partly towards the 
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direct destruction of the tubercle-bacilli by suitable methods 
of disinfection, partly to the preservation of healthy persons 
from contact with tubercle-bacilli in all cases in which the 
parasites cannot be certainly destroyed.” 

These are the methods which have been used to 
eliminate bovine tubercle bacilli. Obviously, Koch 
felt that it was just as important to eliminate tubercle 
bacilli as it was to destroy the organisms of cholera or 
anthrax. The ubiquity of the tubercle bacillus has 
doubtless been accepted with such complacency for so 
long? because of the difficulty of dealing with the 
infection : now that there are chemotherapeutic agents 
to aid the treatment of patients, and B.c.G. to raise the 
resistance of exposed groups and so reduce the weight 
of infection, there is increasing evidence that, as with 
cattle, the rational application of hygienic methods will 
lead to the eventual eradication of tubercle bacilli from 
large sections of the population. 

Veterinary School, 

University of Queensland, 

Yeerongpilly. Brisbane, 

Australia. 


JOHN FRANCIS 
Professor of Preventive Medicine. 


EXTERNAL CEPHALIC VERSION 

Srr,—I wish to record an error in my article which I 
have discovered since its publication on Aug. 22. 

It is stated that in the five-year period under discussion 
there were 67 breech deliveries in 4217 cases—an incidence 
of 1:35%. On re-checking this figure I find it should be 
1-59%. (The original figure of 1-35°% was calculated on 
the ‘supposition that there had been only 57 breech 
deliveries, but an additional 10 cases were subsequently 
discovered and included without a correction being made 
to the percentage figure.) 

The new figure of 1-59°% in no way detracts from the 
purpose of the article—namely, to justify the mancuvre 
of external cephalic version. 

If the expected incidence of breech presentation at the 
onset of labour is something over 3% then our corrected 
figure of 1-59% still indicates that by version this 
expected incidence can be approximately halved, and 
probably more than halved, as was stated in the article. 


Middlesex Hospital, _—_ 
London, "W.1. M. R. FELL. 


ANAESTHESIA AND CARDIAC DISEASE 

Srr,— Your leading article of Sept. 12 is both timely and 
practical, for. it contains an excellent summary of the 
anesthetic hazards and, at the same time, debunks some 
of the out-of-date views about the inevitable safety 
of local anesthetic techniques. 

All anesthetists meet physicians who regard ‘‘ generals ”’ 
as risky and advocate ‘ locals’’ and even “ spinals’ 
in cases in which, to the anesthetist, they would be 
clearly inadvisable. With the increasing knowledge 
of anxsthetists in spheres well beyond those of ether 
and chloroform—some actually understanding the 
significance of such mysteries as the electrocardiogram 
(and others, like myself, seeking to do so)—the nature 
of the help given by the physicians in bad-risk cases 
appears to be changing. Surely the opinions of the 
cardiologists and chest physicians are of the greatest 
possible value in delineating the nature and extent of 
the disease, the likelihood of improvement with medical 
treatment, and any particular risk that they foresee 
with the anesthetic or operation contemplated. It is 
desirable in such cases for anesthetists and physicians 
to confer rather than to leave notes such as: ‘* under 
no circumstances should a ‘general’ be given”’; 
‘ spinal is the anesthetic of choice here’’; or even, as 
one physician playfully wrote solely for my benefit, 
‘** balanced anesthesia would appear to be suitable’’! 
Such advice is not generally sought by anesthetists, 
and when given might possibly invoke the reply ‘‘ You 
do it yourself, and you explain to the coroner.”’ 


’ 








No! Anesthesia has obtained a place as a full specialty 
and we are at least expected to choose wisely our 
technique, especially when we are aided by the physicians 
to a full understanding of the significance of the clinical 
condition. 

Lastly, with bigger and better surgery on older and 
poorer risks it seems necessary to reassert that the 
surgery as well as the anesthetic causes some strain 
even on the heart. 

London, E.11. E. K. GARDNER. 


PREVENTION OF POLIOMYELITIS 
Sir,—The correspondence on the above subject is of 
considerable interest, especially to those who, like 
myself, have to consider how best the public may be 
protected. 


I had an outbreak of poliomyelitis in October, 1952, 
and ascertainment of contacts was proved most valuable 
by the fact that, with a few exceptions, it was these 
contacts who either contracted the disease or spread 
it as healthy carriers. The latter point was conclusively 
proved by the virus being found in the feces. I think 
it is essential that child contacts should be excluded 
from school for three weeks; the parents are advised 
what to look for. As regards adults only those engaged 
in handling children as school-teachers or nursery 
attendants, or in handling food—for example, as 
waitresses or workers in food premises—need be excluded 
from work. Incidentally if they are not excluded the 
M.O.H. hears about it from the nervous public. 

The 1950 outbreak of poliomyelitis in the Isle of 
Wight showed clearly, according to Dr. Agerholm 
(Aug. 8), how several cases might have been prevented 
if adequate control of contacts had been undertaken. 
It is incumbent on M.0.H.s to take all steps possible to 
protect the public from attack by this disease; and 
one such step is exclusion of certain contacts. 

F. A. BELAM 

Guildford, Surrey. Medical officer of health. 


ATTACK ON FLIES 

Sir,—I was interested by the annotation on this 
subject in your issue of Aug. 8. While I appreciate your 
review of the ecology of flies, I think that a most unfortu- 
nate impression might be gained from the second part 
of the article—that regarding the possible over-emphasis 
on the role of flies as vectors of infectious disease. 

Two important articles!* have demonstrated quite 
clearly the importance of flies in the transmission of 
dysenteric diseases. These studies show that as a result 
of effective fly control, both in an area of high morbidity 
from diarrhoeal disease and in one of moderate morbidity, 
the prevalence of shigella infections, as well as to a 
lesser extent of salmonella infections, was significantly 
reduced. With cessation of fly control in the treated 
areas, shigella infections once more rose to almost their 
previous rate. 

Although you do not advise relaxation of efforts at 
fly control, health authorities unaware of this clear 
demonstration of fly-transmission of infectious diseases 
might, if their funds were limited, decide that fly control 
could be dispensed with. 

We here are renewing our efforts at area fly control, 
and placing the emphasis on basic sanitation to prevent 
breeding rather than depending exclusively on residual 
chemical control of the adults. 


Ministry of Health, N. G. Gratz 
Jerusalem. Entomologist. 
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LEGAL RESPONSIBILITY IN 
BLOOD-TRANSFUSION 

Sir,—I have read with interest the article on 
this subject by Dr. James (Aug. 1). In particular I 
noted the list of diseases which preclude an individual 
from being a blood-donor. These include asthma, hay- 
fever, and nettlerash. It seems strange that from the 
allergic diseases migraine is omitted. 

This disabling complaint, said now to affect 6-8% of 
the world’s population and to be on the increase, is 
handed down as a Mendelian dominant characteristic. 
Surely it should not be transmitted indiscriminately by 
transfusion ? 

London, W.1. NrEviL LEYTON. 


CONTRACEPTIVE TECHNIQUE 

Srr,—The letters from Dr. Margaret Hadley Jackson 
(Aug. 15) and Miss Josephine Barnes and Dr. Roy 
Goulding (Aug. 22) give an inaccurate impression of the 
value of vaginal jelly (especially synthetic gels such as 
‘ Preceptin ’) as a means of contraception. It is essential 
that conclusions on this subject should be based on 
sufficient evidence. In support of her opinion Dr. 
Jackson brings forward one case: she is distressed 
because an asthmatic patient became pregnant within 
two months of beginning to use a jelly. But I could 
give Dr. Jackson many records of cases on my files in 
which people have become pregnant when using both 
diaphragm and jelly and a sheath. 

In favour of the use of jelly without a diaphragm I 
may cite the reports of Dr. Nichols Eastman? of Johns 
Hopkins Hospital, and Dr. Alan Guttmacher,? two 
American gynecologists of high reputation who have 
used this method. In observations on 605 couples over 
a period of twelve to thirty-six months Dr. Guttmacher 
found that failures due to the method numbered 0—-2% 
and failures due to patients’ errors numbered 0-1%: the 
total pregnancy-rate was 9-1% per 100 woman-years of 
exposure. In Dr. Eastman’s series of 333 couples 
observed for six months, the pregnancy-rate was 16-2% 
per 100 woman-years of exposure. The pregnancy-rate 
when diaphragm and jelly are used together is generally 
accepted as between 12% and 33% per 100 woman-years of 
exposure. Stromme and Rothnem,‘ in a survey of 
reports from nearly ten clinics, found that the pregnancy- 
rate was 4% among women using preceptin jelly, 
compared with 12-15% among women at clinics using 
diaphragm plus jelly, indicating a 95-98% reduction of 
fertility during the reproductive phase. 

The factors which cause a method to be used regularly 
or otherwise are obviously of great importance, and 
Dr. Eastman showed that in mass studies the diaphragm 
and jelly has not proved more effective than jelly 
alone. The ease with which the fertility control agent 
can be used may be far more important than the 
kind of eflicacy that can be judged in the laboratory. 
A suppository or a jelly can be introduced easily: it 
requires no fitting, and no repeated visits to a clinic. 
Moreover, Dr. Goulding does not mention the not 
uncommon circumstances in which, according to Prof. R. L. 
Dickinson, the use of a diaphragm is contra-indicated : 

1. In women seeking premarital advice. 

2. Where the size of the vagina changes frequently and 
extensively (especially in the first ten years of married 
life). 

3. Where the woman is unable to insert or remove the 
diaphragm—either through lack of intelligence or through 
lack of facilities. 





1. Richards, M. G., Balyeat, R. M. Genetics, 1933, 18, 129. 
2. Eastman, N. J., Seibels, R. E. J. Amer. med. Ass. 1949, 139, 16. 


3. Finkelstein, R., Guttmacher, A., Goldberg, R. Amer. J. Obstet. 
Gynec. 1952, 63, 664. 


4. Stromme, W. B., Rothnem, M.S. Ann. N.Y. Acad. Sci. 1952, 
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4. In cases of erosion of the cervix. 

5. In cases with large cystocele and rectocele. 

I have seen many cervical erosions in women which 
seemed to have no other cause than the use of a 
diaphragm over a long period. 

I think it would be true to say that the views on 
reproductive physiology offered by the spokesman of 
the Family Planning Association at the recent Inter- 
national Conference on Population and World Resources °® 
did not commend themselves to the Indian medical 
profession in India. Complete objectiveness is important 
in critical evaluation of fertility control agents. 

London, W.1 MAUNG SEIN. 

SHUNTING IN THE HUMAN KIDNEY 

Sir,—We should like to clarify certain points raised 
in the course of some critical comments in the current 
Medical Annual ® on our paper in The Lancet.? 

The commenter appears to accept our observations, 
made on some human necropsy material, that the renal 
cortex is pale and the medulla congested as demon- 
strated macroscopically and by Pickworth’s stain ; 
but he takes serious exception to our use of the term 
shunt ’’ in this connection. His contention is that in 
order to use the term, one must see the blood by-passing 
the cortex and flowing through the medulla. 

In our paper we had set out to collect some “* more 
direct anatomical evidence of corticomedullary diversion 
of blood in man’”’ than had been forthcoming to date. 
We have not claimed that we have demonstrated shunting 
in the human kidneys; but, as morbid anatomists who 
have often to interpret their findings on dead tissues 
on the basis of experimental physiological work, we 
have read our observations as- giving ‘‘ evidence of 
shunting.’’ It may be relevant to note here that in the 
Abstracts of World Medicine® our observations have 
been interpreted as adding ‘‘a valuable contribution 
to support the hypothesis of the Oxford shunt.’’ We 
are sorry to find that we have failed to give a more 
clear idea to some readers about what we actually meant. 
We could have disregarded the ‘* static distribution of 
blood ’’ * after death, had it not been that the paren- 
chymatous damage had also a correlated distribution 
which suggests that the former did not merely represent 
an agonal picture—we could have read it simply as 
cortical ischemia, had it not been that the medulla 
was more congested than normal and that the fatter 
the false vasa recta appeared the more distinct was the 
cortical ischemia. Nor does the reading ® of “ con- 
nexions from the efferent arterioles of the juxta- 
medullary glomeruli to the vasa recta in control pictures ’ 
negative our contention. The presence of these 
vascular channels operating normally between the 
cortex and the medulla is universally accepted. What 
we have observed is that they become wider under 
these conditions, and this widening associated with the 
other features has been interpreted by us as evidence 
suggesting the passage before death of more blood from 
the cortex to the medulla than occurs normally—in 
other words, of corticomedullary diversion or of shunting. 

We feel that the time is not yet ripe for anyone to 
speak too strongly either in favour of or against this 
conception, which appears to be based on some rational 
ideas and observations. Instead, one should concen- 
trate rather on the collection of further data with an 
open and unbiased mind. 


Department of Pathology, 
Nilratan Sircar Medical College, 
Calcutta. 
See Lancet, Sept. 12, 1953, p. 560. 
. Wilson, C. Medical Annual. Bristol, 1953; p. 371. 
. De, S. N., Sengupta, K.P. Lancet, 1951, ii, 1100. 
Ackroyd, A. Abstr. World Med. 1952, 11, 231. 
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Name Removed from Medical List 


A TRIBUNAL constituted under the National Health 
Service Act has directed that the name of a doctor prac- 
tising in Cumberland shall be removed from the medical 
list of Cumberland Executive Council and shall not be 
included on the lists of other executive councils. This 
arises from the finding of irregularities in prescribing and 
dispensing for patients, which constitute a breach of 
the terms of service. 

The doctor, who is 31 years of age, took over a practice 
at the end of 1948, and in October, 1949, with the con- 
sent of the executive council, began to dispense for 
patients at a subsidiary surgery, on the basis of payments 
according to the Drug Tariff. The offences alleged 
against this doctor are that: (1) he dispensed, or sub- 
mitted to the National Health Service pricing bureau, 
prescriptions in respect of persons (a) who were not 
included in his-dispensing list and for whom therefore 
he had no authority to dispense, (b) who could not be 
traced and who are not recorded on his list, (c¢) who were 
deceased at the date of the prescriptions, and (d) whose 
names and addresses, as entered by him, were illegible ; 
(2) he submitted for payment prescriptions and also 
duplicates thereof, and, where the prescription was for a 
quantity of drugs or appliances, divided the prescription 
between two or more scripts, or caused it to be so divided, 
instead of including the whole prescription in one script ; 
(3) he submitted for payment prescriptions, in respect 
of persons on his list, which he had not actually dispensed 
to the persons concerned. 

The tribunal remarks that “‘ at least one chemist has 
suffered very great hardship indeed and serious financial 
loss through the respondent improperly dispensing his 
own prescriptions which otherwise this chemist would 
in all probability have dispensed.”’ 

The doctor has not appealed against the tribunal’s 
decision, and accordingly executive councils have been 
instructed to give effect to it until the tribunal or the 
Minister of Health directs otherwise. 


Diary of the Week 


SEPT. 27 TO OCT. 3 
Monday, 28th 
CENTRAL MIDDLESEX HospiraL, Park Royal, N.W.10 
5.30 P.M. Mr. Gayton Brown (Melbourne): Surgical Treatment 
of Duodenal Ulcer by Antro-duodenectomy. 


Wednesday, 30th 
MIDLAND MEDICAL SOCIETY 
8.15 P.M. (154, Great Charles Street, Birmingham, 3.) Dr. 
W. Watson Newton: Mesmer, Mind, and the Emotions. 
(Presidential address.) 


Thursday, Ist 
LOYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
5 P.M. Section of United Services. Surgeon Commander J. 8. L. 
Coulter: Legal Problems of Modern Service Medical 
Administration. 
ASSOCIATION OF CLINICAL PATHOLOGISTS 
2.15 P.M. (Westminster Hospital Medical School, Horseferry 
Road, 8.W.1.) Opening of three-day meeting. : 


Friday, 2nd 
INSTITUTE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 
W.C.2 


5.30 P.M. Prof. Stephen Rothman: clinical demonstration. 


Births, Marriages, and Deaths 





DEATHS 
KAHAN.—On Sept. 16, Nest Kahan (née Thomas), M.B., D.C.H., 
D.P.M. 
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Obituary 


ARTHUR RENDLE SHORT 
M.D., B.Sc. Lond., F.R.C.S. 


Professor Rendle Short, whose death we announced 
last week, was born in Bristol, and he spent almost 
the whole of his life in that city, where for many years 
he held the chair of surgery. 

His father, Mr. E. Rendle Short, a director of Fry’s, 
the chocolate manufacturers, encouraged the scientific 
aptitudes which he showed even as a boy at the Bristol 
Grammar School. As a student at the University of 
Bristol, and at University College, London, he fulfilled 
his early promise. In 1899 
he graduated B.sc. with first- 
class honours in geology, and 
in his medical studies he was 
equally successful, gaining 
exhibitions and _ scholarships, 
and the gold medal in the 
subjects of materia medica, 
anatomy, and medicine. He 
took his M.B. with first-class 
honours in 1903 and = was 
awarded a final gold medal 
when he proceeded to the M.D. 
the following year. But he 
determined to specialise in sur- 
gery and after holding resident 
appointments at Bristol Royal 
Infirmary, and a lectureship in 
physiology at the university, 
he took the F.R.c.s. in 1908. Five years later he was 
appointed to the staff of the Royal Infirmary, becoming 
a full surgeon in 1922. In 1932 he succeeded Hey Groves 
in the chair of surgery. 





On his retirement in 1946 he 
was made professor emeritus. 

Rendle Short was an impressive teacher of the old 
school. At the bedside he could quickly sift the essential 
from a mass of conflicting detail, and signpost clearly 
for his students the highroads of diagnosis, prognosis, 
and treatment. He could also effectively illustrate the 
principles of surgery from a particular case, and his 
dialectical ‘‘ grinds”’ (after the manner of a Socrates) 
in the pathology museum on Monday mornings cleared 
much clogging debris from the minds of his listeners 
and taught them how to go to the root of the matter. 
Successive generations of students gratefully recall 
his continued interest inthem. One of them writes : 

‘As a teacher Rendle Short was absolutely in the 
first class: he tended perhaps to over-simplify the 
subject, but what a gift that was to harassed and 
bewildered students. His familiar cliché—‘I well 
remember ’— pronounced in an accent which unmistak- 
ably told his hearers that he was Bristol and proud of it, 
became a classic with all his students and residents. 
Some of us felt he deliberately perpetuated this charac- 
teristic intonation. The term ‘a physician who operates’ 
might have been inspired by his practice. While he 
never acquired the extreme manual dexterity of some 
of the greatest operators, he was a general surgeon in the 
best sense of the word, and as a diagnostician he yielded 
place to none. 

‘The guiding principle of his life was his religious 
faith. 
in God and the Bible. A foreeful, convincing, reasonable 
speaker who abjured polemics, he sought to carry his 
hearers with him by consent, and he was in great demand 
amongst all denominations, especially for young people. 
Students held his first affection, and for them he travelled 
distances—from Finland to Hungary, from St. Andrews 
to Southampton. He used to combine a talk on a surgical 
subject one afternoon with a religious address in the 
evening. An abrupt manner, almost curt at times, hid 
a heart which was extremely kind. It seems almost 
incredible that we shall not see Rendle Short again, 
looking neat and spruce and hardly a day older than 
twenty years ago.” 

His medical writings are well known, and each in its 
turn has made its valuable contribution to his specialty 

the Causation of Appendicitis, the Synopsis of Physio- 
logy, the Index of Prognosis. But perhaps his main 
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He never wavered in an unquestioning belief 
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service to the profession has been his share in the 
exacting and time-demanding editorship of the Medical 
Annual. From 1919, first in partnership with the late 
Dr. H. Carey Coombs, and then with Sir Henry Tidy, 
he carried through the immense yearly task of corres- 
ponding, collecting, and writing up the material for 
this publication. Industry and superb organisation 
enabled him to put twice the amount of useful work 
into the day that most can manage, and for many years 
he also had a large consulting practice and was in demand 
all over the West Country for his diagnostic ability. 

W. M. C. writes: ‘‘ Like some of the great masters of 
science—Newton, Boyle, and Faraday—-Rendle Short 
was a deeply religious man and devoted himself passion- 
ately, actively, and consistently to the Christian faith. 
He studied recent research in all subjects relevant to a 
deeper understanding of the Bible—especially the 
languages of the Bible, its archeology, geology, biology, 
and general scientific approach. To many Christian men 
in the profession and to some who are still students, he 
has been the chief barrier to their making an unnecessary 
and dangerous divorce between their scientific work and 
the spiritual and moral truths of the Bible. He could 
see no necessity for any such rivalry and separation 
between true science and true religion, whether the 
problem were looked at theologically, philosophically, 
or scientifically. Indeed, he went further. From out 
of his own strongly held and practically effective faith, 
which was grounded upon a spiritual and intellectual 
conviction that Jesus Christ was alone the Way, the 
Truth, and the Life, he has been the means under God 
of stabilising the Christian faith of many. There are 
also not a few who have through him been persuaded to 
a personal faith in Christ. By sheer consistency and 
downright honesty of life; by quiet godliness and 
abounding secret philanthropy; by an intellectually 
clear and wholehearted confession of the Christian faith, 
Rendle Short has left us a shining example of carrying 
out in practice what he preached.” 

Professor Rendle Short died on Sept. 14 at Hereford, 
where he was staying with friends on his way home from 
a conference in North Wales. He leaves his wife, who 
before their marriage was a sister at the Mildmay Mission 
Hospital, with a son and two daughters. His elder 
daughter holds the chair of obstetrics at Makerere 
College in Uganda: his son is a pediatrician at Cardiff ; 
and his younger daughter is a nursing sister in Nairobi. 


VALENTINE HERBERT ELLIS 
M.A., B.Chir. Camb., F.R.C.S. 


Mr. V. H. Ellis, orthopedic surgeon to St. Mary’s 
Hospital, London, died on Sept. 15 while he was 
finishing his morning’s work in the fracture clinic that 
he had himself planned and developed. 

He was born in India in 1901, the son of Major- 
General Philip Mackay Ellis, 0.B.E., A.M.s., and he was 
educated at Wellington and at Clare College, Cambridge. 
He qualified from St. George’s Hospital in 1925, and he 
became F.R.C.S. three years later. After holding a 
number of junior appointments at St. George’s and 
elsewhere he went as surgical registrar to the Royal 
National Orthopedic Hospital at Stanmore, where the 
stimulus of such men as Elmslie, Laming Evans, Bankart, 
and Trethowan quickly determined his future bent. 

In 1932, when he was only 30, he was appointed to 
the staff of St. Mary’s Hospital, and he was the first 
to hold the post of orthopzdic surgeon there. With 
tireless energy he set out to establish what has become a 
leading orthopedic and fracture department. He held 
many other senior surgical appointments, chief among 
which were those at the Royal National Orthopedic 
Hospital, Paddington Green Children’s Hospital, the 
Lord Mayor Treloar Orthopedic Hospital at Alton, and 
the Heatherwood Orthopedic Hospital at Ascot. During 
the second world war he was in charge of the ortho- 
peedic unit at the E.M.S. Park Prewett Hospital. Here 
his great capacity for hard and sustained work found 
full expression. With a small but highly competent 
staff, trained by him, he dealt with an enormous volume 
of work, especially from D-day onwards. During this 
time there passed through the hospital 16,000 wounded, 
of whom many were orthopedic cases. Despite the 
pressure of routine work, he found time to collect data 
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for his valuable contributions on the treatment of 
injuries of the cervical spine, the causes of failure in 
bone-grafting for non-union of fractures, and early 
experience in the use of penicillin. His later writings 
included articles in Platt’s Modern Trends in Orthopedics, 
Handfield-Jones and Porritt’s Essentials of Modern 
Surgery, and Fleming’s Penicillin. He was also a joint 
author of Recent Advances in Orthopedic Surgery (1937). 

He was much in demand for committee work, which 
he undertook ungrudgingly, and he was chairman of the 
medical staff committee and academic board at the 
Royal National Orthopedic Hospital. In 1946 he 
was president of the section of orthopzdics of the Royal 
Society of Medicine, and he had served as honorary 
treasurer of the British Orthopedic Association. He 
was looked on as a likely choice as a future president of 
the association. 

J. C. A. speaks of the great loss to the specialty 
of one of its wisest counsellors. ‘‘ Not only was Ellis 
one of the most distinguished orthopedic surgeons of 
the day ; he was a scholar with an exceptionally broad 
background of knowledge and with interests that ranged 
from finance to horticulture. He will be remembered 
for the qualities which commanded respect from all 
and affection from his colleagues and pupils—his sound 
common sense, his wise judgment, his kindly humanity, 
his quiet wit, and his loyalty.” 

R. W. J. writes: ‘* Valentine Herbert Ellis, known 
to most of us as Gustav and to some few of his friends 
as Val, was quiet and reserved. It was not easy to 
know him well, but the more you knew of him the more 
you wanted to know him. Once the crust was broken, 
the friendship became very strong. He was a great 
thinker—perhaps one of the most profound thinkers 
of the orthopedic surgeons of today. Every member 
of the select W. Little Club, of which he was so long 
recorder, Will agree with that, and will agree that in these 
quiet after-dinner meetings he made his mark even more 
than in his important responsibilities at St. Mary’s 
Hospital and elsewhere. What we like to remember 
is the earnest and thoughtful criticism that he could 
always make in so friendly a way at friendly meetings.” 

‘“With nis unfailing cheerfulness, good nature, and 
lively interest in affairs, Valentine Ellis gave the impres- 
sion, and,” B. H. B. believes, ‘‘ it was a true one, of 
being completely happy in his life and work. Indifferent 
to material gain and to personal ambition, he was content 
to do the work he liked conscientiously and well. None 
the less, distinguished appointments and recognition 
naturally came to a man of his worth. 

‘*He was keenly interested in every aspect of the 
welfare of the institutions which he served. With his 
judicial detachment and capacity to get to the essence 
of the matter, he was an effective member of committees, 
and the number on which he served was exceptional 
even for these days. Ellis was the idea] ‘ second opinion.’ 
His wide experience, careful observation, wisdom, and 
ready helpfulness, made his advice much sought after 
and greatly valued. We shall miss his good-humoured 
dependability, and his ready and well-informed con- 
versation. 1 think his end came as he would have 
wished, while engaged in the work to which he was happy 
to give so much of his life.” 

Mr. Ellis married Angela Peart Robinson in 1937, 
and she survives him with a son and a daughter. 





Appointments 





BRYDONE, WILLIAM, F.R.C.S.E.: asst. surgeon, Dunfermline and 
West Fife Hospital. 

DUNSCOMBE, J. L., M.B. Brist.: asst. pathologist, hospitals in the 
West Suffolk area. 

PunNeEwW, J. V.. M.B.N.U.I., D.P.M.: 
Ipswich Mental Hospital group. 
Houston, J. C., M.D. Lond.: asst. physician, Guy’s Hospital, 

London. 

MoRRISON, L. G., M.B. Edin., D.A.: consultant anesthetist, Edin- 
burgh northern group of hospitals. 

StrrkK, E. M., M.B. Birm.: consultant pathologist, Leicester General 
Hospital. 

SUTCLIFFE, MARY, M.B. Camb., D.P.H.: asst. county M.O.H., Derby- 
shire County Council, and M.Oo.H., borough of Glossop and 
urban district of New Mills. 

WEBSTER, G. V., M.R.C.S.: appointed factory doctor, Alton, 
Staffordshire. 

WINGFIELD, J. M., M.R.C.S. : 
Devon. 


consultant psychiatrist, 


appointed factory doctor, Chulmleigh, 
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Notes and News 


JOURNAL OF THE R.A.M.C. 


Tuts journal, founded in 1903 by Sir William Taylor, has 
lately celebrated its fiftieth anniversary with a special issue.! 
Earlier editors include Sir Robert Firth, Sir David Bruce, 
Sir William Horrocks, and Colonel Lyle Cummins. Of these, 
Horrocks earns special mention in this festschrift, for he was 
editor for nearly thirty years; and a biographical note by 
his son, Sir Brian Horrocks, describes his work in designing 
mobile water-sterilisers and the box for water-testing which 
bears his name. He will also be remembered for his book 
on the Bacteriological Examination of Waters, his organisation 
of hygiene laboratories, and his chairmanship of the Anti-gas 
Committee during the 1914-18 war. 

Hygiene has always played an important part in military 
medicine, and another paper in this issue, on the growth and 
development of Army barracks in the United Kingdom, 
reminds us what excellent work military hygienists have done. 
Clinical articles include case-reports of carcinoma of the adrenal 
cortex causing feminism in an adult male, of dystrophia 
myotonica, and of Ganser’s syndrome. A survey of Service 
psychiatry in the Far East in 1951, the first part of which 
appears in this issue, was written in reply to the comment 
of a National Service officer that, except in bacteriology, 
pathology, and hygiene, the scope of medicine in the Army 
was limited. 

Nowadays, fewer and fewer journals offer material that is 
of interest to both specialists and general readers, and it is 
to be hoped that this journal will soon once more be able 
to offer its varied contents in monthly instead of quarterly 
issues. 


CANCER DEFLATED 


In 1946, Dr. I. Berenblum, who has spent most of his life 
in cancer research, wrote a book for laymen called Science 
versus Cancer, which was published in England.* He has now 
written a new book, also for laymen, based on the former 
work, and first published in America last year; an English 
edition has now appeared.* In his preface he justly claims 
that though his approach to his subject is scientific, his 
treatment has been as far as possible non-technical. He 
explains the present stage of cancer research fully and fairly, 
in words which everybody can follow, because, as he says, 
the ordinary reader still has but a hazy idea of what it is all 
about. Much of the fear which cancer inspires springs from 
the belief that it is a complete mystery, against which patient 
and doctor alike are helpless. Some of this fear could be 
removed, we believe, if the general public had a clearer idea 
of what is already known about cancer; and Dr. Berenblum 
rightly supposes that they will be interested to hear how this 
knowledge was reached. His account will reassure many 
anxious people because—by giving the known facts, and 
showing the lines along which research-workers are thinking 
he thins the mystery. His book, in fact, reduces this disease 
to the level of others which lack its terrifying aura. 

This is surely the type of ‘cancer education” which 
Dr. John Burton, medical director of the Central Council for 
Health Education, had in mind when he said, at a meeting 
of the National Council of Women on Sept. 1, that ‘* knowledge 
is the best antidote to fear.”’ His council has suggested a 
scheme for cancer education, and local authorities are 
invited to set up small committees, under the guidance of 
their health departments, to discuss it. This scheme is in 
keeping with Mr. Malcolm Donaldson’s* proposal that such 
local efforts should be coéddinated by a central body. 


A DOCTORS’ ORCHESTRA 


IN some countries the music-loving members of the medical 
profession have formed orchestras and it has been suggested 
that an orchestra should be set up in London, which might 
in due course perform at social functions of the profession 
and at charitable events. Medical and dental students, 
doctors, dentists, and members of their families who are 
interested in this venture and who play orchestral instruments 
or who wish to help in other ways are asked to write to 
Dr. H. Ucko, 14, Upper Wimpole Street, London, W.1. 





1. J. R. Army med. Cps, July, 1953. 

2. By Sigma Books Ltd. 

3. Man Against Cancer. Baltimore: Johns Hopkins Press. 1952. 
London: Oxford University Press. 1953. Pp. 182. 24s. 

4. Lancet, Sept. 12, 1953, p. 565. 
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University of Sheffield 


Prof. L. J. Witts will deliver the address at the opening 
session of the faculty of medicine in the Firth Hall of the 
university at 5 p.M. on Thursday, Oct. 8. His subject will be 
the Opportunities of Medicine. 


British Association of Physical Medicine 

The association is holding a postgraduate course in physical 
medicine on Saturday mornings from Oct. 31 to Jan. 23. 
Further particulars can be obtained from the hon. secretary 
of the association, 45, Lincoln’s Inn Fields, London, W.C.2. 


Institute of Child Health, London 

Prof. E. Husfeldt (Copenhagen) will deliver the Alex 
Simpson Smith lecture at 5 p.m. on Monday, Oct. 26, at The 
Hospital for Sick Children, Great Ormond Street, W.C.1 
His subject will be Hiatus Hernia in Adults and Children. 


Society for Cultural Relations with the U.S.S.R. 

The meeting of the society announced in these columns 
last week has been postponed to Thursday, Oct. 22, when, 
at 7.30 P.m., at 14, Kensington Square, London, W.8, Dr. Brian 
Kirman will describe his recent visit to the Soviet Union. 


Empire Rheumatism Council 

On Friday, Nov. 13, at 2 p.m., at 1, Wimpole Street, 
London, W.1, the council is holding a symposium on pheny|- 
butazone, when the speakers will include Dr. Otto 
Steinbrocker (New York) and Professor Domenjos (Saar- 
bracken). Tickets may be had on application to the secretary 
of the council, Tavistock House (N), Tavistock Square, W.C.1 


Congress of Obstetrics and Gynzcoiogy 

The fourteenth British Congress of Obstetrics and Gynzco- 
logy will be held at Oxford from July 27 to 30, 1955. The 
following subjects have been selected for discussion: the 
réle of the qualified midwife, the family practitioner, and the 
obstetric specialist in the conduct of normal labour; and 
the xtiology, prevention, and treatment of pre-eclamptic 
toxemia of pregnancy. Gynecological subjects will be 
announced later. Further particulars may be had from 
the secretary of the congress, Maternity Department, Radcliffe 
Infirmary, Oxford. 


W.H.O. Regional Office for Europe 

The European regional committee of the World Health 
Organisation, which is holding its third session in Copenhagen, 
has recommended that the regional office for Europe should 
be permanently installed in Geneva, but that the office should 
be housed outside the Palais des Nations where the world 
headquarters of W.H.O. are established. For the last two 
years the European Regional Office has been working tem 
porarily in the Palais des Nations. This recommendation 
will be submitted for approval to the W.H.O. executive 
board at its meeting in January. 


Ophthalmological Society of the United Kingdom 

The annual congress of this society will be held in the 
department of chemistry, University of Durham, Newcastle 
upon Tyne, on April 22, 23, and 24. Mr. R. C, Davenport, 
Dr. S. P. Meadows, and Prof. J. B. Duguid will open a dis- 
cussion on Inflammatory Vascular Diseases Affecting the 
Eyes, and there will also be short symposia on Cyclodiathermy, 
Changes in the Incidence of the Kye Affections of Coal-miners 
in the Past 25 Years, and Gonioscopy. Further particulars 
may be had from the hon. secretaries of the society, 45, 
Lincoln’s Inn Fields, London, W.C.2 


United States (F.O.A.) Research Fellowships 

In response to a request from the Organisation for European 
Economic Coéperation, the United States government, through 
its Foreign Operations Administration, has provided over a 
million dollars to enable 150 young scientists from Europe 
to study in American research institutions for up to two years, 

About 25 fellowships will be open for award to candidates from 
the United Kingdom, and the Royal Society is to advise on their 
selection. No age-limits are specified but it is expected that most of 
the successful candidates will be between 26 and 32 years of age 

Applications will be considered from candidates who propose to do 
research in the natural sciences and in the engineering, agricultural, 
and medical sciences, but excluding clinical medicine. They must 
have a doctorate in science or equivalent experience. Applications, 
which may be made at any time, will be consacered at regular 
intervals. For the first two sets of applications the closing dates 
are respectively Oct. 1 and Noy. 30. Forms of ap pli ‘ation and 
further information may be had from the assistant secretary of the 
Royal Society, Burlington House, London, W.1. 
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Institute of Dermatology 

A series of semi-permanent exhibitions will be shown at the 
institute during the winter course. The first, from Oct. 1 to 
24, by Miss A. Gretener, will be on Medical Illustration in 
Dermatology. 


Foot Health Week 

The Foot Health Education Bureau of the Central Council 
for Health Education, with the Birmingham health and 
education departments, is to hold a foot health week in 
Birmingham from Oct. 26 to 30, at the Midland Institute. 
Abortion Law Reform Association 

A meeting of this association will be held on Wednesday, 
Oct. 21, at 7 P.m., in the Conway Hall, Red Lion Square, 
London, W.C.1, to discuss the Bill to Amend the Law Relating 
to Abortion. Mr. Douglas Houghton, m.p., and Mr. Joseph 
Reeves, M.P., hope to take part. 


Yorkshire Association of Graduates of Glasgow 
University 
The annual dinner of this association will be held on Oct. 23 
The guest of honour will be Mr. W. W. Galbraith, president 
of the Royal Faculty of Physicians and Surgeons of Glasgow. 
The hon. secretary, Mr. James Wishart, may be addressed 
at 33, Manor Row, Bradford, 1. 


Princess Tsahai Memorial Fund 

Mr. Richard St. Barbe Baker, leader of the universities’ 
expedition to the Sahara, is to give a lecture, on behalf 
of the fund, at B.M.A. House, Tavistock Square, London, 
W.C.1, at 3 Pp.m., on Tuesday Oct. 13. Admission will be 
free ; reserved seats (5s.) may be had from the hon. secretary 
of the fund, 3, Charteris Road, Woodford Green, Essex. 
Friends who are unable to attend are asked to send donations 
to Lord Horder, the hon. treasurer, c/o Messrs. Gould & 
Prideaux, 9, Camomile Street, E.C.3. 
Junior Hospital Posts 

In the Sheffield region in May this year there were 69 
junior hospital posts vacant, of which 31 had been vacant 
for three or more months, and the regional hospital board 
are submitting a report to the Ministry of Health pointing 
out that “‘ The present grade of Junior Hospital Medical 
Officer, , £700 £1000 per annum, is not an acceptable appoint 
ment. The report goes on to suggest that in isolated 
Se ciihe. or in those in unattractive areas, these posts should 
be “‘ weighted ” by at least an additional £100 a year, and 
that in hospitals which are regularly understaffed the reduced 
staff should receive financial recognition of their additional 
work. 
N.A.P.T. Hunter Scholarships 

The National Association for the Prevention of Tuberculosis 
offers to doctors and medical students four scholarships, made 
possible through the generosity of a private donor, to be 
known as the Hunter scholarships. 

The first is a postgraduate sc holarship (£350) to enable a graduate 
of a British medical school, resident in the United Kingdom, to 
spend some six months abroad studying the control of tuberculosis. 
The second is a scholarship (£350) to enable a young graduate from 
any medical school in the British Commonwealth outside the United 
Kingdom to study tuberculosis in Great Britain. Two scholarships 
(£150) are also offered to medical students who have been handi 
capped through tuberculosis, to enable them to complete their 
teeining at any medical school in England or Wales. The closing 
date for applications is March 31, 1954, and further particulars 
may be had from the N.A.P.T., Tavistock House North, Tavistock 
Square, London, W.C.1. 


CORRIGENDUM : Placental Blood-flow.—In the penultimate 
paragraph of Mr. John Sophian’s letter of Aug. 15 the word 
increased was omitted. The sentence should read : 

* By interpolation we are left to conclude that reduced placental 
blood-flow due to myometrial tension is linked with renal states, 
biochemically detectable, in which diminishe d glomerular filtration 
and increased renal blood-flow occur .. . 





Prof. C. W. Asling (Unive rsity of California), who has received a 
Fulbright award, is spending a year in the department of anatomy 
of the University of Liverpool, to collaborate with Prof. R. G 
Harrison in research on the endocrinological factors concerned with 
arthritis in the rat. 

The British Epileptic Association has published a handbook 
giving details of ten colonies for epileptics which will help doctor 
to choose the institution best suited to their patient’s needs 
Copies (1s.) ind be had from the association, 136, George Street 
London, W. 

A new pba produced by the Wellcome Film Unit in collaboratio: 
with the Wellcome Research Laboratories, describes the action o 
* Nalorphine ’ (N-allyInormorphine) in antagonising the effects « 
morphine and other drugs with a similar action. The film may | 
borrowed on application to the Public Relations Officer, pee 
Wellcome & Co., 183-193, Euston Road, London, N.W.1. 
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Dryden’s words might well describe the welcome relief from 
discomfort that ‘SURFATHESIN’ bestows on mucous 
surfaces or on injured skin. In abrasions and burns, 

as well as in irritant conditions involving the -genito-urinary 


and rectal mucosa, a single application usually produces 





relief lasting for several hours. Repeated applications 
CREAM : L OT ION | do not produce tolerance or sensitisation. 


IZLE « DINRTMENT ¢ 
TRADE \ ] \ ? N 
COMPOUND CREAM MARK NU ( | ee 
a 


Cyclomethycaine 


ELI LILLY AND COMPANY LIMITED . BASINGSTOKE =. HANTS 








ee 99 in the treatment of 
LEG ULCERS 

** F99 ’’—available in capsule, liquid 
and ointment forms—is a concentrate 
of the active isomers of Linoleic and 
Linolenic acids, of the highest 
achievable purity and standardized 
biological activity. It is indicated in 
skin disorders due to essential fatty 
acid deficiency of dietetic or “* absorp- 
tion ” origin, i.e. chronic furunculosis, 
eczemas of various types, including 
infantile eczema, and in some cases 





CASE OF MR. B.S. Photograph on left taken 20th 7 
December, 1950, before treatment with ** F99°. Photo- of acne. 
graph on right taken 28th March, 1951, after 14 weeks’ ** F99 ”’ is also excellent in the heal- 


ee ing of all wounds free from serious 
infection—particularly leg _ ulcers. 
Sufficient success has also been 
reported to warrant its use—as an 
unsaturated substance—in the treat- 


Literature on request ment of psoriasis. 
INTERNATIONAL LABORATORIES LTD. Dept. LT16, 18, OLD TOWN, LONDON, S.W.4 
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TWO WEEKS’ TEST 


will tell you why 











more people are smoking 


du MAURIER 


THE FILTER TIP CIGARETTE 


a nee neem mam memo mcg ee 


The purer the smoke the greater the enjoyment. 

That’s the simple principle behind the du Maurier 

filter. It allows nothing to spoil the true flavour 

of fine tobacco so ensuring complete smoking 

pleasure. But put it to the test—smoke 

Lp du Maurier and nothing else for two 

weeks and discover for yourself the 

special appeal of these fine filter-tipped 
cigarettes. 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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meets with more willing acceptance. 


Lucozade 


the sparkling 


GLUCOSE 





When solid foods are not tolerated 


The high value of LUCOZADE is evident in convalescent 
treatment — and in other conditions where solid foods 

are not easily tolerated. This is particularly so, 

for instance, in cases of convalescent children and 
among elderly people where difficulty is experienced 


in digestion. No other presentation of glucose 
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_Phenoxetol 


THE WELL-KNOWN ANTISEPTIC 








AGAINST 
GRAM-NEGATIVE ORGANISMS 


NIPA 
LABORATORIES 





LIMITED 
TREFOREST TRADING ESTATE nr. CARDIFF 
TEL TAFFS WELL 128 


Sole Distributors for the United Kingdom 
P. SAMUELSON & CO 
1, CRUTCHED FRIARS, LONDON, E.C.3 
Telephone: ROYAL 2117/8 











WHEN PRESCRIBING CHLORODYNE 
medical men should be 
particular to specify 











The Original and 


only genuine Chlorodyne 











used with unvarying success 
by the Medical Profession 
in all parts of the world 
for over 100 YEARS 


Always insist on 
‘*“Dr. Collis Browne’s’”’ 


THERE IS NO SUBSTITUTE 
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i MAKE IT EASY FOR 
| LOW SODIUM DIET 
PATIENTS TO KEEP 
ON THEIR DIET 
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Therasal looks like salt, pours like ee 

e6 1 s & 
In fact, canned strained foods salt, tastes like salt ... but it is 4 
on 99 entirely free from sodium; it causes eee 

are more nourishing ! 
seseta ted no fluid retention and does not »>e@°@ 
ee oF : é 4. z interfere with the objects of salt pee 
WHEN Doctors and Nurses advise the early feeding of inden »>e@e 
strained foods, they are often asked if canned strained , »>e@e 
foods are really as nutritious as those cooked at home. »>ee@ 
) n Therasal is of real service in helping >@@ 
ers pe re _ to be assured that the answer patients to make the most of »e@e 
s de sly * Yes.’ act, at every stage of preparation, PPE > 

1S lefinite y res. n fact, at every stage of preparati their restricted range of foods. eee 
Heinz Strained Foods are actually better than those eee 
made under normal home conditions. eee 
First, Heinz choose the most suitable varieties of Pe . 
fruits and vegetables. They supervise their growth from y ain ® 
sowing to harvesting and when they reach perfect ee aae6 
maturity, take them direct from the fields to the factory. i eecece50e 
There, they wash, clean, cook and strain them within ,eece0e0 

a few hours. This means that the loss of vitamins which eer, 


starts as soon as vegetables leave the ground is reduced 

to the minimum. In their laboratories, Heinz check the 

quality before the foods are sterilized — and after too, i 
by testing cans from every batch. 

Sample and diet 


How much better this is than the usual home method 
sheets on request, 


where vegetables are often days old before they are 
bought and cooking in ordinary saucepans with too 
much water further depletes their 
store of vitamins. 









sai 
WEINZ 


STRAINED 
PEAS 


& vane res 








For a FREE booklet on the nutrient 
values of Heinz Strained Foods please 
write to Dept. 2F, H.J. Heinz Company 
Ltd., Harlesden, London, N.W.10. 


eS) 







sien SODIUM-FREE SALT 
han Oy SUBSTITUTE 
ae EINZ STRAINED FOODS THOMAS KERFOOT & CO. LTD. 


By Arrow ment 
tens Peooucrs Meat Broths, Soups, Vegetables, Fruits, Cereal. VALE OF BARDSLEY LANCASHIRE 
Kuwc Growce VI 


24 












*&§ @ &@2 2422 G22 G2 GaeOAE Ga OE AEE AAA RSD SES Aaa G2 2 & 





oa 
io) 








iet 
St. 


LTD 





ea @ a G&G 4 & & G&G & & & & &2 & 





Tue Lancer] THE LANCET GENERAL ADVERTISER [Serr. 26, 1953 








ST. ANDREW’S HOSPITAL hentat cisorvers 
NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 
Mepican SUPERINTENDENT: THOMAS TENNENT, M_D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
inoipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary — and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy ef various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and @ Department for 
Diathermy and High-frequency treatment. It also contains Lobeauburtes for biochemical, bacteriological, and pathologica| 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying the maelves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital hans are wo exte ket grounds, football and hockey a grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and gis greens. Ladies and gentlemen have their own gardens, and fagilities are 
provided for handicrafts, such as carpentry, e 

For terms and further particulars ah ong to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment 


CAMBERWELL HOUSE, 33, Peckham Road, London, S8.E.5 


chap, yy goed A PRIVATE HOSPITAL FOR THE Seemnen 


“Psycnoiia, Lonpoxw” Bopygy 4242 (2 lines) 


TREATMENT OF NERVOUS AND MENTAL DISORDERS 
Completely detached Villas for mild cases. Voluntary Patients received. Fifteen acres of grounds. Hard and grass tennis courts, putting greens, 
Recreation Hall with Badminton Court, and all indoor amusements. Occupational therapy, Calisthenics, Actinotherapy, prolonged immersion baths, 
shock and all modern forms of treatment. Chapel. 


Senior Physician Dr. THOMAS T, BARTLETT, assisted by An Illustrated Prospectus giving fees, which are reasonable, 
a resident Medical Staff and visiting Consultants may be obtained upon application to the Secretary 


The Convalescent Branch is HOVE VILLA, BRIGHTON. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 














A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable heuse with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, | 100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


SPRINGFIELD HOUSE PARK SANATORIUM 


Phone: BEDFORD S417 Near BEDFORD PORIERLY SANATORIN TUREIOS) 


VOS-PLATZ, SWITZERLAND 
For MENTAL CASES (including the aged) _— 


- * = —_ class house, 5,1$0 feet above sea-level. Large park and wood 
Fees from Eight aap oh yy uaa for suitable ing to the Sanatorium. Terms for board and residence, 


For forms of admission, &c., apply to the Resident Physician, inclu ing room, medical treatment, etc., from Fes. 18 per day. 








CEDRIC W. Bowgr. Prospectus, 
INTERVIEWS IN LONDON BY APPOINTMENT. Medical Superintendent, F. CHARLES, M.D. 























MUNDESLEY SANATORIUM 


MUNDESLEY, NORFOLK | 


TERMS FROM 16 GUINEAS WEEKLY (Single Room). Waiting list: 2 weeks 
“5 ‘5 14 = ae (Shared Room). Immediate vacancies 














Medical Superintendents : 
E. C. WYNNE-EDWARDS GEORGE H. DAY 
M.B.(Cantab.), F.R.C.S.(Edin.) M.D.(Cantab.) 


For all information apply THE SECRETARY Telephone : Mundesley 94 and 95 (2 lines) 
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CHEADLE ROYAL CHEADLE ees eo ree 


CHESHIRE 
A Registered Hospital for MENTAL DISEASES ont ~ 
ales 


For Terms and further information apply to the MEDICAL SUPERINTENDENT 


Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. 


sexes suffering from MENTAL and NERVOUS DISEASES. 
The Hospital is governed by a 
Trustees. Deep and Modified = Coma ; E.C.T., 
and Psychotherapeutic treatment given. VOLUNTARY, 
TEMPORARY, AND CERTIFIED PATIENTS RECEIVED. 


Telephone : GATLEY 2231 








CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 

Nervous Ilinesses in beth Sexes. 
A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
Ora. or Voluntary status. Modern forms of treatment. 
mcluding psychothe repy naroo-analysis, modified insulin, 
eooupational therapy, E.C.T., etc. Fees from 12 guineas a week. 
DOUGLAS MACAULAY, M.D., D.P.M. 


BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 


Established in 1911 Tel. : BYRon 1011 & 4772 
(Incorporated Association not carried on for profit) 
A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 
Apply: MEpDIcAL Director 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. 


All types 
of treatment carried out. Acc d for Al 


holics and Addicts 








THE OLD MANOR 
SALISBURY 


A Private Hospital for the treatment and care of Ladies and 
Genflemen suffe from nervous disorders. Electrical Therapy 
Leucotomy, Narcosis, Insulin Coma Unit and other physical 
methods of treatment, are available. In addition, Occupational 
Therapy and Psychotherapy are provided for suitable cases. 

Separate Villas provide accommodation which is suited to the 
type and severity of illness and includes private rooms. All 
patients who are well enough are encouraged to attend enter- 
tainments and to join in sports and games. Cinema shows and 
dances are held in a spacious boieeon and facilities for games 
include tennis courts, croquet lawn, cricket and football grounds. 
Private automobiles are available for recreational drives. Divine 
Service is held every Sunday in the Hospital Chapel and visiting 
Chaplains attend for all denominations. Fees from £6 6s. weekly. 


Hume Towers, Bournemouth 


A Convalescent Home associated with the Hospital and 
situated in lovely gardens and with detached Villas. Tennis 
Courts and an adjoining golf course add to the attraction of this 
beautiful home. There is a Medical Officer in attendance and 
treatment can be obtained here as well as at Salisb : 

Voluntary, Temporary and Certified patients are accommo- 
—_ at both branches of the Hospital. Fees frem &8 &s. 
weekly. 














available. Special Geriatric Unit now open. Fees from 6 gns. per week Dikither tubiecitinn dba Siebieeted beehineen on application 
upwards according to requirements. to the Medical Superintendent, The Old Manor, Salisbury. 
Apply te Dr. J. A. SMALL Telephene : Norwich 200860 Telephone : Salisbury 3216/7. 
Vacancies 
Z Page Page | Page 
ee ne og | Chesterfield Royal. Pre-reg. H.O. or St. Helens. Eccleston Hall. Sr. H.O. 42 
. = Sr. H.O ie .. 384]Swansea. Morriston. Sr. H.O. ia 
ANASTHETICS Colchester. Essex ( ‘ounty. H.O. .. 34] Ventnor I.W. Royal Nat. a9 for 
Camberwell H.M.C,. Sr. H.O.’s és pate ag Mayday. Locum Sr. H.O,. 33 Diseases of Chest. Jr. H.M. a” ae 
Aberdeen Gen. Hosps. B.O.M. Reg. Dudley, Stourbridge = Dist. Sr. H.O. 34] Yorkshire. East Riding H.M.C. ‘H.O. 43 
Ashford, Middx. H.O. ie Grimsby Gen. Sr. -. 35 
Birmingham. Dudley Road. or. H.O.’s Hemel Hempste ad. W est Herts. Jr. DENTAL SURGERY ay 
, a. | Leeds R.H.B. Sr. H.D.O.  .. io 2 
Blackburn & Dist. H. = H.O.. T1.M.¢ > 26 Pl th Bouth Davo & Bast 
Bolton & Dist. HUM.C. ‘Sr. HO. Hull Revel Inty. Sr ; See a. ~~ ee ¢ eae 
Bradford Royal. H.O. Liverpool United Hosp, H.0.8 .. 37 a 9 ts BS ng. 
Bury Gen. Sr. H.O. .. Northampton Gen. H.O. & H. 0. 39|DERMATOLOGY 
Chertsey. St. Peter’s. 0. Perth. omany & City ‘of Perth Gen. Birmingham. Skin. Sr. H.O. or H.O. 32 
Datel wees. © Sr. Boy. 2 H.¢ 39 | Isleworth. West Middlesex. H.O. .. 36 
Jartfor« -M.C. H. °. nee Plymouth. South’ ‘Devon & East : J 
Dudley, Shontintins & Dist. Sr. H.O. Cornwall. Sr. H.O.’s Se ye a ea Royal Bucks. & Assoc 
Guildford. St. Luke’s. Reg... Pontefract Gen. Infy. Sr. H.O. > Ho: a MC. ILO. See ae 
Halifax. Royal Infy. Sr. H.O. Redhill County. Sr. H.O. —. we B ioe unintionen. <i: 0.’s ica 33 
Leeds R.H.B. Regs. Se Romford. Oldchureh. Sr. H.0. °. 40] Brighton Group Hosps. ee 
Leeds R.H.B. Sr. H.M.O. .. s Slough. Upton. Sr. H.O. .- Geer metoees way WG. “ $B 
Leeds. United Hosps. Locum Sr. H.O. Southend-on-Sea Gen. Sr. H.O. .. 41 Hull oe — Inf 5 Sr. H.O i. Se 
Luton & Dunstable. Reg. .. .. 37] Warrington Infy. Jr. H.M.O. -» 42/7, “ th We A sane HO: se 
Manchester R.H.B. Regs. v% 37/38 | Wolverhampton H.M.C. H.O. 42 Leeds FUE.B ao Con > ia 
Mansfield & Dist. Gen. Sr. H.0. .. 38] York A & Tadcaster H.M.C. Jr. H.M.O. 43] }eeds RUH-B.| Wet. Cons. 15. Be 
Jewcastle ») 3 2 , » . Ss. wreay te ‘ 40eas. 
_—— “ ae — 4h +4 Channel Islands. Jersey. Gen. H.O. 43] Maidstone. Kent ( ounty Ophthalmic ae 
Northampton Gen. H.O. sn -- we a AND TUBERCULOSIS & Aural. an Bar 4 
Plymouth. South Devon & Bast rompton, oo 3. H.O.’s 30 | Manchester R teg. 37 
Cornwall. H.O gg | Highlands, N.21. Sr. H.O. .. :: 30] Manchester. West Manchester H.M.C. : 
Poole Gen. Sr. H.O. .. st ais 40 aor Che st. Sr. H.O. or Reg. & Pre-reg. H.O. ; 38 
Redhill County. Sr. H.0. °. poe H.O.’ me .. 30] Oldham Royal Infy. H.O ; 39 
Scunthorpe & Dist. War Mem. Reg. 49 | London “C hest. Reg a. .. 30] Truro. a al Cornwall Infy. Pre- 
Shrewsbury. Royal Salop Inty. & North West Met. R. HL. B. Sr. H.M.O. 29 reg. H.¢ ; one 
Copthorne. Sr ). ae 41 Plaistow, E.13. H.O 7 .- SLEW > H.M.C. H.O. — 
Sidcup. Queen Mary’ 5. Sr, 16.0  —— Ashford. Grosvenor San. R.M.O. .. 32|New Zealand. Wellington Hosp. , 
Slough. Upton. Locum Reg. 41 a * Fae — & hams. a Board. Sr. or Jr. Regs. .. -. 43 
Southport Gen. Infy. Sr. H.0. 41 osps. MC, H.O. or Locum H.O. 31) INFECTIOUS DISEASES 
St. Albans City. Locum ane 42 Bath. Winsley Chest. Sr. H.O. 32 Glasgow. Belvidere I.D. Jr. H.M.O 35 
St. Albans City. Reg . a Camborne. Tehidy Chest. H.O. o> 3 Middlesbrough. West Lane Isolation. 
Stafford H.M.c. Sr. H.O. ; * ae Gepew- Mon. Mem. Wards. Jr. * Sr. H.O ‘ ‘ * 38 
: > -M.O. os »o 8 > ‘ = aa? 
——— Locum At -¥ 0... ? Chester Mendoweles. 3c. 3.0... $41" ortsmouth Group H.M.C. Sr. H.O. 40 
“ 2 Cottingham. Castle Hill. Sr. H.O.. 34 | MEDICINE 
CASUALTY Dudley. Stourbridge & Dist. Sr. Metropolitan, E.8. Sr. H.O. .. 0) 
Battersea Gen., S.W.11. H.O. or Sr. _* 3 : .. 34] Miller Gen., S.E.10. H.O... | 
ft Rae icin $e is .. 30] Grimsby. Springfield. Sr. H.0. .. 85] Accrington. Victoria. Sr. H.O. .. = 
Hackney, E.9. H.O.’s.. <a .. 30] Heswall. Cleaver. Jr. H.M.¢ . 35] Ashford, Kent. Willesborough. H.O. 31 
Prince of Wales’s Gen. Sr. H.O. 31} Heswall. Cleaver. Sr. H.O. . .. 35] Aylesbury. — Bucks & Assoc. 
Princess Beatrice, S.W. H.O. .. 31] Ilkley ‘eames ton-in-W harfedale. Jr. Hosps. M.C. H.O 31 
Queen Mary’s Hosp. for East End, H.! M.( so .. 36 | Barrow-in- Furne 3s. ” North Lonséale. 
E.15. Sr. H.O. ‘ .. 30] Leeds 4 H.B. Sr. H.M.O.’s .. vo a H.O. ‘ 32 
Ashford, Kent. H.O. . 7 .. 31] Maidstone. Lope San. Sr. H.0... 37 | Bedford Gen. Reg. 32 
Barnsley. Beckett. Reg 32) Manchester R.H.B. Regs 37 | Bishop’s Stortford & Dist. Hosp. H.O. 32 
Brighton Gen. H.O. - .. 33] Manchester. W = Manc ester H.M.C. Bury & Rossendale H.M.C. Sr. H.O. 33 
Brighton. Royal Sussex x County. Sr. H.O. .. 38] Cardiff. St. David’s. Sr. H.O. 33 
Pre-reg. H.O cs 7 .. 33] Mansfield. Ransom San. Sr. iL O. .. 38 | Chesterfield Royal. Sr. H.O... 34 
Cardiff. St. David’s. Sr. H.O. .. 33] Newcastle R.H.B. Re .. 39]Coventry & Warwickshire. H.O. 34 
Chelmsford & Essex. Sr. H.O. 341 Sheffield. City Gen. Reg. _ .. 411Croydon Gen. Locum H.O. .. 33 
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Deal. Vic. H.O. 34] Leeds R.H.B. Regs. .. S% 37 | Manor House, N.W.11. R.S.O. Tak. 
Dewsbury. Staincliffe Gen. Jr. ‘Hy. M. 0. 34] Lincoln. County. Reg. ie .. 37] Miller Gen. S.E.10. H.O. es 30 
Exeter. Royal Devon & Exeter. H.O. 35] Liverpool United Hosps. Sr. H.O... 37 rn, Middlesex, N.18. Locum Sr. 
Folkestone. Royal Vic. H.O. .. 33] Liverpool United Hosps. H.O.’s 37 H.O. 30 
Guildford. Royal Surrey County. H.O. 35| Manchester R.H.B. Reg... 37 | Prine “ of Wales’s Gen. Sr. H.O. & H.O. 31 
Hitchin. Lister. Reg.. .. 36] Newcastle R.H.B. Locum Reg. 38 | Princess Beatrice, S.W.5. H.¢ 31 
Hull. Kingston Gen. H. O. .. .. 36] Newcastle R.H.B. Reg. 39 ao Kast Met. R.H.B. rt 31 
Hull Royal Infy. H.O. .. 35] Northampton Gen. H.O. 39 Nicholas, S.E.18. H.O. .. ca Nae 
Ipswich. East Suffolk & Ipswi ich. Sr. Nottingham Gen. Sr. H.O 39 Tiaumaece Gen. H.O ote | ae 
Reg. .. 36] Nottingham Gen. Reg. 39] Ashford, Kent. Willesborough. H.O. 31 
Isleworth. West. Middle sex. H.O. 36 | Peterborough Mem. Sr. H.O. . 39] Ashton, Hyde & Glossop H.M.C. H.O. 31 
Louth. County Infy. Locum oa H. 0. 37} Shrewsbury. Royal Salop Infy. Sr. Aylesbury. Royal Bucks & “Assoc. 
Louth. County Infy. Sr. H.C . 37 H.O. a Hosps. M.C. Sr. H.O. ; . 
Luton & Dunstable. H.O. . .. 37] Stoke-on-Trent. North Staffs Royal Barrow- i Furness. North Lonsdale. 
Lymington. Hants. Sr. H.O.. oa ae Infy. H.O. . Pa i so, Sr. H.O. & H.O : 
Manchester R.H.B. Reg. Bie -» 38] Truro. Roy al Cornwall Infy. Sr. Barry i 7 side nt & Surgic al. H.O. or 
Newark Gen. Sr. H.O. a -- 38 H.O. 7 ae ala A Sr. ‘ ee 32 
Newcastle R.H.B. Reg. 39 | Wine hester. Royal Hants County. Bedford ‘Gen. HO... ie 32 
Northwood. Mount Vernon Hosp. Sr. H.¢ 2 .. 42) Bexhill-on-Sea, Sussex. H.O.’s 32 
Radium Inst. Reg 39 | Wolve shiarapton H.M.C. Sr. H.O. or Birmingham Accident. H.O.’s oe 38 
Nuneaton. Manor. H. ‘0. 39 H.¢ .. 42) Birmingham. Dudley Road. Reg. .. 32 
Plymouth. South Devon & East Yorkstire Fast - Riding H. M.C. Sr. Bolton & Dist. H.M.C. Sr. H.O. 33 
Cornwall. H.O. -< oy 4. ian .. 43] Boston. Gen. Reg. .. wie 33 
Rugby. Hosp. of St. Cross. H.O. .. 40 ee St. Luke’s. H.O.’s : 33 
Scotland. Western R.H.B. Deputy PZDIATRICS Cante enery. Kent & Canterbury. 
Group Med. wnat. 29] Hosp. for Sick Child., W.C.1. Reg. .. 31 H.¢ “ - es -- 33 
Stoke-on-Trent. North Staffs Royal Aylesbury. Royal Bucks & Assoc. ( manent n. West Wales Gen. H.O. 33 
Infy. Pre-reg. H.O. “Hosps. M.C. H.O. .. 31 | Darlington Mem. Sr. H.O. & H.O. . 34 
Tunstall. Burslem, Hay wood & Tun- Blackburn & Dist. H.M.C OD. 32 | Derby. City. Pre-reg. H.O. or Sr. H.O. 35 
stall War Mem. 0. 2 | Bradford Children’s. H. 0 32| Dover. Royal Vic. H.O. x 34 
Ww a. Royal Albert Edward Infy. Bradford. St. Luke’s. H. °. iG: . 33] Dudley, Stourbesdge & Dist. Sr. H.O. 
H.¢ : pat 43] Derby. Derbyshire Childs. Pre-reg. & Pre-reg. H.O 34 
Yorkshire. East Riding H.M.C. H.O. 43 H.O. or Sr. “ae be .. 35] East Cumberland i. M.C. H.O. ; 35 
: Hemel He mpstead. West Herts. H.O. 35] Epping. St. Margaret’s. H.O. ag ae 
NEUROSURGERY Pontefract & Castleford H.M.C. Sr. Hastings ‘ennind of Hosps. Locum 
Bristol. Cossham/Frenchay H.M.C. 7 x. “0 Surg. O. . -- 39 
Locum H.O. .. A ~ .. 33]Shrewsbury. Royal Salop Inty. Sr. ee — Pembroke County 95 
oO. oO oo the ar Mem A ra i 
OBSTETRICS AND GYNZCOLOGY LO. of H. Hounslow. Middx. H.O. .. . 36 
Central Middlesex, N.W.10. H.O. .. 30| PATHOLOGY Hove Gen. af O. a - 
East End Maternity, E.1. H.O. .. 30| Bethnal Green, E.2. Sr. H.O... 30 | Huddersfield Roya nfy. O'S .. 36 
Prince of Wales’s Gen. H.O. ’* 31 | Group Lab., Mile is mid, K.1. Sr. H.O. 30 | Hull. Kingston Gen, H.O. .. 0 .. 39 
Ashton, Hyde & Glossop H.M.C. Sr. Lambeth, 8.E.11. Sr. ii. o. 39 | Sut Royal Infy. Se. H.0.& H.0.'s.. 35 
H.O. North West Met. R.H.B. Sr."H.M.O. 28 re Vic. Hosp. for Sick Child. 
Marst Gre Mater- Westminster, 8S.W.1. Reg. 31 *s. et si wee 
Birmingham. arston G en e 39 | Bolton & Dist. LMC. Sr. H.O. . 33 ar iat ic. pilose. for Sick Child. d 
y a6 @. . F Ss Cc ee ee oo 
Blackpool. V ictoria. cs 32 — . John’ B®.6 6S es um i. 34 | Ipswich Borough Gen. ‘p en. BO. Se 
Bristol. gos Gen. Hosp. ate I East Suffolk & Ipswict 
Group M.C. Sr. i : S.-i pot ea West Middle sex. Reg. 36 a L. as ulfo é pswich. ~ 
srtsey. St. Pete "er. H.O. .. 34] Leeds R 3. Sr East +, ors 29] _. ae on Se -- § 
Gaerne - HLM. Cc. ers 8 34 | Newcastle R.H.B. Reg. ~ 39 | Kendal. Westmorland ( ounty. Sr 
Derby City & Queen Mary Maternity Reading. Royal Berkshire. H.O. 40) H.O. .. 0 aad ee as -» 36 
Home. H.O. or Sr. H.O. .. .. 85] Romford. Oldchurch. Sr. H.O. 10 Lincoln County. eo Se -- 37 
Grimsby Gen. Sr. H.O. ae. .. 85] Southend-on-Sea Gen. Sr. H.O. : 41 | Liverpool United Hosps. H.O. 37 
Huddersfield Royal Infy. H.O. *: 36] Truro. Royal Cornwall Infy. Sr, H.0. 42 | Louth. County Infy. Locum Sr, H. 0. 37 
Hull. Kingston Gen. H.O. .. .. 35] Wolverhampton. Royal. Jr. H.M.O. 42 oC — a A ya — =¥ _ 4 
Hull. Maternity. H.O. - a . . ‘ stone. ost kh a a 
Leeds United Hospitals. H.O.’s « PLASTIC SURGERY ee “ vee alee a Gen. Sr. H.O. - 
Hee... ie 6/37 | Bristol. Cossham/Frenchay H.M.C. Mane he ster. West M neh ~~ 
Louth. County Infy. Loc ae ‘Sr. H. o 37 m a.” 2. weg ee ie 3s SNCHCEe o ancnt 38 
Louth. County Infy. Sr. H.O. 37 1eps ow. St. sawrence, eg. 3 " —_ no - 
Manchester. Crumpsall. H.O. er a Manstie i "& Dist. Gen. “ Pre-reg. H.0. aa 
Manchester United Hosps. Pre-reg PSYCHIATRY or Sr. H.0, a oh ++ 38 
~ -H.O.’s i eae .. $8]St. George’s, S.W.1. Sr. Reg.. TE smedieneg Mh” Jt ied ‘oa 
Newcastle R.H.B. Reg. ey, .. 39] Aylesbury. Royal, Buc ks & Assoc. aa _—y % LW. st. teas. is OE 
Plymouth. South Devon & East Rompe. M.C. Jr. - : ea" & at 0. : SE ee eee 38 
Cornwall. H.O 39 | Bexley, Kent. Sr. it. O. : 321 ww, 'g the o- °:. aa 
Portsmouth Group H.M.C ’ Reg.. 40 | Cambridge. United Hosps. & Kast prt aoe age Tn . ‘O's H.0. .. + 
Redruth. Camborne- Redruth. H.O. 40 Anglian R.H.B. Sr. Reg. -+ 33] Nottin ao rp 26. we ** 39 
Romford. Oldchurch. H.O. 40 | Coulsdon. Netherne. Sr. Reg 3: oN penal H.O =? meer 
Stoke-on-Trent. City Gen. ’ Pre- -reg. pocamere Essex. c.. H.O. 35 eee ae err pene Be em ey 40 
m0... i x Leeds R.H.B. Sr. Reg. 36 seareonc ping : 
Stoke-on-Trent. North Staffs Royal Leeds R.H.B. Cons. & Sr. H.M.O.’s.. 29 pee, en City of. Pp 1.0. Be, 39 
Infy. Pre-reg. H.O... ie .. 41] Liverpool United Hosps. Reg. 37 “flee H.0.- iis 39 
Winchester. Royal Hants County. Manchester. R.H.B. Sr. H.M.O. 29 mig doe — = * is 
H.O.’s Be fe oe 42/43 | Newcastle R.H.B. Loc am fee: 38 a, South | Dex Vv Th 7 Kast 39 
Wolverhampton H.M.C. H.O. -. 42] Newcastle R.H.B. Sr. H.N 29! Pontypool & Dist. Jr. H.M. sy “ae 
Newcastle R.H-B. Sr. Reg. 35 | Redruth Camborne -Redruth. Sr. H.O. 40 
OPHTHALMOLOGY Prestwich (Mental). Locum Jr. HL. M. O. 40 Ritvwner & Sih care Valleys if MC. 
South West Met. R.H.B. P.-t. Sr ee ee oe 10 | “Sr. H.O. & Pre-reg, H.O.’3 .. 40 
H.M.( ‘ 77" “9g | Sheffield R.H.B. P.-t. Cons.. 391 weemam Sem ten wee ae 
Liv spect United Hosps. Sr.H.O. .. 37 | Sheffield R.H.B. Sr. Regs. 41 Scunthorpe Page ae Ty aE +4 
Manchester. Royal Eye. Sr. H.0.., 38] Southall. St. Bernard’s. Sr. H.O. 41! Sheffield R.H.B. Sr. Reg. id 
Romford. Oldchureh. Sr. H.O. .. 40 > > 2g. wanpeweny Teme. tor 12 Shoreham. Southlands. Reg. .. 40 
Se aD. South-Eastern : ai $0 Warwick. Central Mental. Sr. H.O... 42 Sirowsbery.  Rovel | — Infy. H.O. es 
Wolverhampton H.M.C. H.0O. .. 42] Welsh R.H.B. Reg. ¥ -- 42] Southport Promenade. Sr. H.O. 41 
DIOLOGY Warrington Gen. H.O. -- 43 
ORTHOP £DICS aoe petty og | Warrington Infy, 1.0. 242 
Ascot. Heatherwood Orthopedic. Reg. 32} 1. Wich “Kast Suffolk & "nee ae w indgor. King izawand It 10. a2 
Aylesbury. Royal Bucks & Assoc. 3h S “5: 5. | Yorkshire. Eas iding —. 5 : 
*Hosps. M.C. Sr. H.O is: Manchester R.H.B. Regs... 37/38) Douglas. Noble’s Isle of Man. H.O.. 43 
Bath. Royal United '& Bath and DIOTHERAPY — ‘ 
Wessex Orthopeedic. H.O.. 32 one Curie, N.W.3. H.O. 30 PUBLIC APPOINTMENTS 43 
Face nae ge gy Pg ee - 33 Sheffield RWB. Sr. H.O. or Reg. 4] | GENERAL PRACTICE 14 
— ae! _— k Notley. H.O. & ” RHEUMATOLOGY NON-MEDICAL 14 
Braintree. Black Notley. Sr. H.O. |. 33] North West Met. R.H.B. Sr. Reg... 39] MISCELLANEOUS 44 
Dartford TR KORTE 0. ia iy ‘: 3] | SURGERY : om : 
East Cumberland H.M.C. H.O. 35 | Battersea Gen., S.W.11. Jr. H.M.O... 30 The Terms and Conditions of Service of 
Hull Royal Infy. H.O. 35 | Batte —_ Gen., 8.W.11. Locum Jr. Hospital Medical and Dental Staff apply to 
Ipswich. East Suffolk & ‘Tpswi ic h. H.M. “ 30 | all N.H.S. hospital posts we advertise, unless 
Sr. H.O. & H.O. . 36] East nel Mem., E.7. 30 | otherwise stated. Canvassing disqualifies, but 
pen _™ Thames, Surrey. Sr. London Jewish, E.1. 30 | candidates may normally visit the hospital 
H.O. . ..  36!London Jewish, E.1. Sr. H.O. 30 | by appointment. 
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Academic and Educational 


FACULTY OF AN4STHETISTS 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 





PHARMACOLOGY 


A COURSE of 16 LECTURES IN PHARMACOLOGY will be held 
at the College from 19TH to 31sT OCTOBER, 1953. Fee, £6 6s. 
for the ful! Course, or 10s. per lecture. 


Details and applic ation forms from Mr. W. F. DAvis, Secretary, 
Faculty of Anesthetists, Royal College of Surgeons of England, 
Lincoln’s Inn-fields, London, W.C.2 (tele »phone : HOLborn 3474) 

INSTITUTE OF CHILD HEALTH 


UNIVERSITY OF LONDON 
Prof. E. HusreLtpr, Professor of Surgery, University of 
Copenhagen ; Chief Surgeon, Rigshospitalet, Copenhagen, will 


deliver the ALEX SIMPSON SMITH LECTURE FOR 1953 0m MONDAY, 


26TH OCTOBER, 1953, at 5 p.m. at The Hospital for Sick Children, 
Great Ormond-street, W.C.1. 
Subject * Hiatus Hernia in Adults and Children.”’ 
Admission by ticket only. Apply : The Dean, Institute of 
Child Health, The Hospital for Sick Children, Great Ormond- 
street, London, W.C.1. 
INSTITUTE OF NEUROLOGY 


i+. (Queen-square ) 
2 COURSES OF CLINICAL 


DEMONSTRATIONS, open to post- 
graduates will be held at 


The National Hospital, Queen-square, 
On WEDNESDAYS at 4 P.M. from 7TH CCTOBER to 9TH DECEMBER, 
1953, inclusive, and on SATURDAYS at 10.30 a.M. from 10TH 
OCTOBER to 12TH DECEMBER, 1953, inclusive. 

The fee for attending either of these courses is 1 guinea. 


Application for a ticket should be made to the Dean, Institute 
of Neurology (Queen-square), The National Hospital, Queen- 
square, W.C.1, and a remittance to cover the fee enclosed Only 





postal applications will be considered. 


THE INSTITUTE OF LARYNGOLOGY AND ened 
330/332, Gray’s Inn-road, London, W.C 


AN INTENSIVE COURSE IN. ENDOSCOPY 
For senior students and practising members of the 
will be given from 5TH to LOUTH OCTOBER, 1953. 
The course will be a whole-time one and will include practical 
work. Fee £10 10s. 
Detailed syllabus obtainable from the Dean. 
THE LONDON HOSPITAL MEDICAL COLLEGE 


specialty 


COURSE IN ADVANCED MEDICINE 

A Postgraduate Course in Medicine will be held at the London 
Hospital commencing MONDAY, 11TH JANUARY, and finishing 
FRIDAY, 19TH MARCH, 1954. Classes will be held on Mondays, 
Wednesdays, and Fridays. The Course will be limited to 24 
students. 

Applications should be made to the for 
whole course will be 35 guineas, and a 
guineas. H. B. MAY, M.A., M.R.C.P., Dean. 

Turner-street, London, E.1. 

TUBERCULOSIS EDUCATIONAL 
GODALMING, SURREY 


the 
15 


Dean. The fee 
for Old 
M.D., 


INSTITUTE 


4 3-day CLINICAL COURSE will be held at King George V 
Hospital for Diseases of the Chest, Godalming, on 30TH SEPTEMBER, 
Ist and 2ND OCTOBER, 1953. Fee £3 3s. 

Applications for further information and for enrolment should 


be addressed to the Secretary, Tuberculosis Educational Insti- 
tute, Tavistock House North, Tavistock - square, London, W.C.1. 
SOCIETY OF APOTHECARIES OF LONDON 
DIPLOMA IN INDUSTRIAL HEALTH 
The next Examination will begin on MONDAY, 7TH DECEMBER, 
1953. The following Examination will be held in July, 1954. 
For Regulations apply Registrar, Apothecaries’ Hall, Black 


Friars-lane, London, E.C.4. 
NAPT SCHOLARSHIPS FOR DOCTORS AND 
MEDICAL STUDENTS 


£350 to spend 3 months in Canada. 

£350 to spend 3 months abroad. 

In postgraduate study of the— 

CONTROL OF TUBERCULOSIS, 

£150 to enable medical students handicapped by tuberculosis 
to complete training. 

Scholarships also available to enable doctors from the Common- 
wealth to study tuberculosis control in Great Britain. 


Details from NAPT, Tavistock House, London, W.C 
TANCRED'S STUDENTSHIPS 
DIVINITY : MEDICINE : LAW 
£100 p.a. each. For Men only. 

The Governors propose to elect 1 Student in Divinity at 
Christ’s College, Cambridge, on the result of the Scholarship 
Examinations to be conducted_in DECEMBER, 1953, by the 
Queens’, Christ’s, St. John’s, Emmanuel and Sidney Sussex 


Group of Colleges in the University of Cambridge. Candidates 
must have been born in England, Scotland or Wales and be 
members of the Church of England and unmarried ; they must 
also be within the ages of 17 and 22 years. Candidates should 


in addition to making the necessary arrangements with the 
Managers of the above Scholarship examinations send in a 
Petition to the Clerk to the Tancred Foundation by the Ist 


November, 1953. The Foundation also awards Studentships in 
Physic and Law, further details of which will be published in 
this paper at a later date. 

Apply for further particulars and Form of Petition stating 
kind of Studentship and mentioning this paper to the Clerk, 
> M. C. Howarp, Esq., D.8.0., 28, Lincoln’s Inn-fields, London, 

T.C.2 
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THE ROYAL SOCIETY 


UNITED STATES (F.0.A.) RESEARCH FELLOWSHIPS 

Applications are invited for about 25 United States (F.0.A.) 
tesearch Fellowships, tenable for up to 2 years in American 
research institutions. The Fellowships are open for award to 
British scientists normally resident in the United Kingdom who 
propose to do researc h in the natural sciences and in the engineer- 
ing, agricultural and medical sciences, but excluding clinical 
medicine. Successful candidates, who will mostly be between 
26 and 32 years of age and who will be required to undertake to 


return to resume scientific work in the United Kingdom on 
completion of tenure of fellowships, will be placed in American 
universities to participate with American colleagues in current 


fundamental scientific research as closely as possible 
their own fields of interest. 


related to 
Candidates must possess a doctoral 
degree in science or have equivalent experience. The Fellow- 
ships provide travel, pay at the rate of $9 a day in the United 
States and certain other allowances. 


Application may be made at any time but preferably as soon 


as possible to the Assistant Secretary, The Royal Society, 
Burlington House, London, W.1, from whom fuller particulars 
and forms of application may be obtained. For the first 2 sets 


of applications the closing dates are respectively Ist October and 


30th November, 1953. 
SOCIAL PSYCHIATRY 
The Third Conference on Social Psychiatry will be held at the 
British Medical Association, Tavistock-square, W.C.1, on 
FRIDAY and SATURDAY, 30TH and 31ST OCTOBER, 1953, from 
10 a.m. till 12.30 P.M. and 2.30 P.M. till 6 P.M. 
Full particulars on request from the Secretary, The Institute 


of Social Psychiatry, 9, Fellows-road, N.W.3 
PRImrose 9091). : 
INSTITUTE OF SOCIAL PSYCHIATRY. Applications 
are invited for the position of ASSISTANT PSYCHIATRIST 
(part-time). The salary being at the rate of £700 p.a. 

Applications, stating age, qualifications and experience, 
together with copies of recent testimonials, should be sent to 
the Secretary, The Institute of Social Psychiatry, 9, Fellows- 
road, N.W.3 


THE UNIVERSITY OF SHEFFIELD. 


(telephone;: 


Applications are 


invited for the following full-time posts : 
(1) 4s ‘TURER IN CHILD HEALTH. 
(2) TUTOR IN CHILD HEALTH 
The oes will be required to begin duties on Ist January, 





1954, or earlier if arrangements can be made and the Tutor on 
Ist December, 1953. Arrangements will be made for the 
Lecturer to have cfficial clinical status and responsibilities in 


the Children’s Hospital, Sheffield. A candidate for the Lecture- 


ship should be a Member of the Royal College of Physicians 
of London. Salary scales : Lecturer £700—-£10v0-£1500 ; Tutor 
£700-£1300. The initial salary on either scale will depend on 


qualifications and experience. There will be superannuation 
provision under the F.S.8.U. and family allowance. 
Applications (4 copies), together with the names and addresses 
of 3 referees and, if desired, copies of testimonials, should be 
sent to the undersigned (from whom further particulars may 
be obtained) not later than L0th October, 1953. 
A. W. CHAPMAN, 
THE UNIVERSITY OF MANCHESTER. 
HOUSE HEALTH CENTRE. 


Registrar. 
Darbishire 
Applications are invited from candidates 


with medical qualifications weg in this country for the 
post of READER or SENIOR LECTURER IN SOCIAL 
MEDICINE. The person appointed etl act as Liaison Officer 


at Darbishire House Health Centre. Salary scales: Reader, 
£1800-£100—£2250 p.a. Senior Lecturer, £1800—£100—£2000 p.a. 
Initial salary according to qualifications and experience. Mem- 
bership of F.S.8.U. and Children’s Allowance Scheme. 
Applications should be sent not later than 17th October, 1953, 
to the Registrar, The University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 





Hospital Services : Senior Appointments 


ROYAL NATIONAL THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. The 
Board of Governors invites applications for a post of ASSISTANT 
RADIOLOGIST (Consultant grading) for attendance on 2 
weekly. Applicants should have had considerable 
experience in the radiology of this specialty and should preferably 
hold a diploma in radiology. 

Applications, which should give full details of age, 
tions, experience, and posts held, should be sent 
to the House Governor by 30th October. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time ASSISTANT OPHTHAL- 
MOLOGIST (Senior Hospital Medical Officer grade) 1 half-day 
per week, for duties at the Refraction Clinic at St. Christopher’s 
School Treatment Centre, 40a, York-road, S.W.11. Applicants 
should have experience and interest in children. Successful 
candidate expected to take holidays during schoo] vacations. 

Applications, (5 copies) giving date of birth, qualifications, 
experience, names of 3 referees, to Secretary (S.1), South West 
Metropolitan Regional Hospital Board, 114, Portland-place, 
W.1, by 17th October, 1953. Applicants may visit Centre by 
local arrangement. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ASSISTANT PATHOLOGIST (whole-time) 
required, with extensive experience in hematology, at the 
North Western Group Laboratory, 4/8, Pond-street, Hampstead, 
N.W.3. Salary scale £1300 (at age 32)-£1750. Laboratory may 
be visited by direct appointment. 

Detailed application, including date of birth and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114A, Portland-place, W.1, by 17th October, 1953. 
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NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ASSISTANT CHEST PHYSICIAN, whole- 
time, required at Harrow Chest Clinic, 199, Station-road, 
Harrow, Middlesex. Salary scale £1300 (at age 32)-£1750. 
Higher medical qualification desirable. Candidates should 
have good general medicine experience and special experience 
in tuberculosis and diseases of the chest. The successful appli- 
cant will work under the general supervision of the consultant 
physician in charge and duties will include the care of 10 Beds 
at Hendon Isolation Hospital, Hendon, N.W.4, and 28 Beds 
at Edgware General Hospital, Edgware, for the treatment of 
tuberculous patients. Clinic may be visited by direct appoint- 
ment. 

Detailed application, including date of birth and 3 referees, 
to Secretary, North West Metropolitan Regional Hospital 
Board, 114, Portland Place, W.1, by 23rd October, 1953. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the whole-time appointment of ASSISTANT PSYCHI- 
ATRIST (Senior Hospital Medical Officer scale) for duties at 
the Stanley Royd Hospital, Wakefield (2000 Beds) and associated 
clinics at Wakefield, Dewsbury, and Pontefract General Hos- 
pitals. Accommodation is available for a single person. 
Applications (10 copies), stating age, qualifications and details 
of present and previous appointments with dates, together with 
the names of 3 referees, should be forwarded to the Secretary, 
Park-parade, Harrogate, not later than 17th October, 1952 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions from suitably qualified practitioners for the whole-time, 
non-resident post of ASSISTANT PATHOLOGIST (Senior 
Hospital Medical Officer scale) for duties at hospitals in the 
Halifax group. The successful candidate will work under the 
general guidance of the ¢ onsultant in charge of the department 
and will be required to reside in Halifax or within such distance 
of that town as the Board may approve. 

Applications (10 copies) stating age, qualifications and details 
of present and previous appointments, with dates, together 
with the names of 3 referees, should be forwarded to the 
Secretary, Park-parade, Harrogate, not later than 17th October, 

VIO. 

LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the post of Whole-time ASSISTANT ANASSTHETIST 
(Senior Hospital Medical Officer scale), Dewsbury, Batley, and 
Mirfield group. The person appointed to reside in, or near, 
Dewsbury. 

Applications (2 copies) stating age, qualifications and details 
of present and previous appointments with dates, together with 
the names of 3 referees, should be forwarded to the Secretary, 
Park-parade, Harrogate, not later than 17th October, 1953. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the post of ASSISTANT CHEST PHYSICIAN (Senior 
Hospital Medical Officer scale), for duties at Chest Clinics, 
Hospitals, and Sanatoria in the Hull area. The post will involve 
periods of duty with the Mass- radiography Unit, which is an 
integral part of the chest service. Adequate experience in 
pulmonary tuberculosis and chest radiology is essential, and the 
successful candidate will be required to work under the direct 
supervision of the Senior Chest Physician at the Hull centre. 
The person appointed will be required to reside in or near Hull. 
Applications (15 copies), stating age, qualifications, and details 
of present and previous appointments with dates, together with 
the names of 3 referees, should be forwarded to the Secretary, 
Park-parade, Harrogate, not later than 17th October. 1953. 


LEEDS REGIONAL HOSPITAL BOARD invites ee 
tions for the post of Whole-time SENIOR HOSPITAL DENTAL 
OFFICER for duties at St. James’s Hospital, Leeds. 
Applications (10 copies), stating age, qualifications, and details 
of present and previous appointments with dates, together with 
the names of 3 referees, should be forwarded to the Secretary, 
Park-parade, Harrogate, not later than 17th October, 1953. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the post of Whole-time ASSISTANT CHEST PHYSI- 
CIAN (Senior Hospital Medical Officer scale). The person 
appointed will be responsible for the day-to-day supervision of 
cases at the Gateforth Sanatorium, near Selby, and also under- 
take duties at Chest Clinics in the Goole, Pontefract, and Selby 
areas under the direct control of the Chest Consultant in the area. 
bab 8 duties will include preventive, care, and aftercare work on 
behalf of the Local Health Authority. 

Applications (15 copies), stating age, qualifications and 

details of present and previous appointments with dates, together 
with the names of 3 referees, should be forwarded to the 
Secretary, Park-parade, Harrogate, not later than 17th October, 
1953. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the appointment of Whole-time CONSULTANT IN 
PSYCHIATRY for the mental deficiency hospitals and associated 
hostels in the Hulland East Riding areas. Applicants should have 
had special experience of mental deficiency. The person 
appointed will be required to undertake the duties of Medical 
Superintendent of Tilworth Grange (150 Beds), Sutton, near 
Hull ; Winestead Colony (130 Beds), near Patrington, and 
Keyingham Hostel (30 Beds) ; and will be Visiting Consultant 
at Brandesburton Hall and Cherry Burton Hostel, near Beverley. 
(The duties attached to the post may be altered at a future 
date to include the appointment of Medical Superintendent at 
Brandesburton Hall and Cherry Burton Hostel.) The Consultant 
will be required to act as Medical Arbiter for the Hull and East 
Riding Mental Deficiency Sub-regional Admission Bureau and 
may also be required to advise the Local Health Authorities on 
clinical aspects of mental deficiency problems. The successful 
candidate will be required to reside in the Hull area. 

Applications (15 copies), stating age, qualifications and details 
of present and previous appointments with dates, together 
with the names of 3 referees, should be forwarded to the 
Secretary, Park-parade, Harrogate, not later than 17th October, 
195: 





LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the post of Part-time CONSULTANT in Otolaryngology 
(8 sessions per week) for duties at hospitals in the Hull, East 
Riding, and Goole areas. The person appointed will be regarded 
as a junior member of the team of E.N.T. Consultants in the 
area and will be required to reside in or near Hull. 

Applications (12 copies), stating age, qualific ations and 

details of present and previous appointments with dates, 
together with the names of 3 referees, should be forwarded 
to the Secretary, Park-parade, Harrogate not later than 17th 
October, 1953. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the whole-time appointment of ASSISTANT PSYCHI- 
ATRIST AND DEPUTY MEDICAL SUPERINTENDENT 
(Senior Hospital Medical Officer scale) at the Meanwood Park 
Hospital, Leeds. The successful candidate may, subject to the 
direction of the Medical Superintendent, be required to visit 
other hospitals in the region in connection with the Menta! 
Deficiency Service. Residential accommodation for a married 
couple will be available at the Hospital, for which the necessary 
deductions from salary will be made. Consideration will be 
given to applicants who wish to be non-resident. 

Applications (10 copies), stating age, qualifications and details 
of present and previous appointments with dates, together with 
the names of 3 referees, should be forwarded to the Secretary, 
Park-parade, Harrogate, not later than 17th October, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the whole-time resident post of ASSISTANT 
PSYCHIATRIST at Whittingham Hospital (about 3000 Beds), 
Preston. Married or single accommodation available. Candi 
dates should have had considerable experience in psychiatry 
and possess the D.P.M. Salary £1300-£50—-£1750 p.a. 

Application forms from the Senior Administrative Medical 
Officer, Cheetwood-road, Manchester, 8, to be returned by 
5th October, 1953. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Winter- 
TON HOSPITAL, SEDGEFIELD. (2000 Beds.) ASSISTANT 
PSYCHIATRIST (whole-time), resident. Salary scale £1300 
£50-£1750 (Senior Hospital Medical Officer status). Candidates 
should normally hold a Diploma in Psychological Medicine, but 
applications will be considered from candidates with no previous 
practical experience in psychiatry who hold a higher medical 
qualification, have had wide experience in general medicine, 
incliding Senior Registrar posts, and intend to obtain a Diploma 
in Psychological Medicine and specialise in psychiatry. Arrange 
ments can be made for the person appointed to take the necessary 
course of study for the Durham Diploma in Psychological 
Medicine. A flat is available. The appointment will be in 
accordance with the national terms and conditions of service 
and subject to National Health Service (Superannuation) 
Regulations, 1950. Canvassing will disqualify, but candidates 
are free to visit the Hospital by arrangement with the Medical 
Superintendent, from whom further particulars may be obtained. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘‘ Blythswood South,’’ Osborne-road, 
Newcastle upon Tyne, 2, within 28 days. 

NEWCASTLE REGIONAL HOSPITAL BOARD. South 
WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE GROUP. 
Main hospitals: Bishop Auckland General, 335 Beds; &c. 
SENIOR CONSULTANT ANAESTHETIST, whole-time or 
part-time for, minimum of 9 notional half-days. Salary sec ale 


£1700—£2750. Diploma of Anesthetics essential. Further 
particulars may be obtained from the present Senior Anesthetist, 
the General Hospital, Bishop Auckland. A house near the 


Hospital will be available on a rental basis for a limited period. 
Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,”’ 
Osborne-road, Newcastle upon Tyne, 2, within 28 days. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of 
OPHTHALMOLOGIST in the Ophthalmology Department of 
the Royal Infirmary of Edinburgh, on the salary scale £1300— 
£50-£1750. The person appointed will be required to assist 
the Consultant Ophthalmologists in the general duties of the 
Ophthalmic Department, and previous experience in ocular 
pathology would be of advantage. The post is superannuable 
and the conditions of service are in accordance with the 
regulations. 

\pplications, giving particulars of age qualifications, and 

previous experience, together with the names of 3 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, 
within 30 days. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the i gas nt of 
DEPUTY GROUP MEDICAL SUPERINTENDENT, Glasgow 
South-Western Hospitals comprising the Southern General 
Hospital, David Elder Infirmary, Elder Cottage Hospital and 
Shieldhall Hospital. Salary on the scale £1116 13s. 4d.-£50 
£1166 13s. 4d.-£66 13s. 4d. (2)-£1300. This appointment is 
subject to the National Health Service (Scotland) superannua- 
tion regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. a 
SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT CHILDREN’S PSYCHIATRIST 
required for South Lincolnshire. 

Application forms and further details obtainable from the 
Senior Administrative Medical Officer, Sheffield Regional 
Hospital Board, Old Fulwood-road, Sheffield. Forms to, be 
returned by 24th October, 1953. 


29 





THE LANCET] 


THE LANCET GENERAL ADVERTISER 


[SEPT. 26, 1953 





Hospital Services : Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
8.W.11. CASUALTY OFFICER/HOUSE SURGEON (resident). 
House Officer or Senior House Officer grade, according to 
experience. 

Apply, enclosing copies of 2 
Secretary (L). 

BATTERSEA GENERAL HOSPITAL, Battersea Park, 
8.W.11. Locum RESIDENT SURGICAL OFFICER (Junior 
Hospital Medical Officer grade), 9th—25th October. 

Apply Hospital Secretary (tel. : BATtersea : 0134). 
BATTERSEA GENERAL HOSPITAL, Battersea Park, 
8.W.11. RESIDENT SURGICAL OFFICER (Junior Hospital 
Medical Officer grade) from 4th November. 

Apply Hospital Secretary (L), enclosing copies of 2 
testimonials. 
BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. (General—313 Beds.) CENTRAL GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the post of SENIOR HOUSE 
OFFICER (pathology) for duties in the Area Laboratory and 
when necessary at other hospitals in the Group under the 
supervision of the Area Pathologist. Night duties and weekend 
duty if non-resident. Salary £670 p.a., less £130 p.a. if resident. 
Appointment tenable for 1 year. 

Applic vations, stating age, nationality, qualifications, and 

experience, together with copies of 3 testimonials, to the Hospital 
Secretary. 
BROMPTON HOSPITAL, S.W.3. Applications are invited 
for the post of NON-RESIDENT HOUSE PHYSICIAN for 
which there are 3 vacancies, for 6 months from Ist December. 
Duties include work in Outpatient Department and wards. 
Salary £400 or £450 a year, according to experience. 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of testimonials, 
by 10th October to KENNETH A. F. MILES, House Governor. 


CAMBERWELL HOSPITALS MANAGEMENT COM- 
MITTEE DULWICH HOSPITAL, East Dulwich, London, 8.E.22, 
and 8ST. GILES’ HOSPITAL, Camberwell, London, 8.E.5. Applica- 
tions invited for appointments as SENIOR HOUSE OFFICERS 
(duties : aneesthetics). Resident appointments for duties in 
the Camberwell Group of hospitals. 2 posts, 1 vacant now, 
1 from 19th October. Recognised for D.A. 

Applications, stating age, qualifications, and posts held, 
enclosing copy testimonials, to the Group Secretary, Camberwell 
Hospitals Manage me nt Committee, Dulwich Hospital, East 
Dulwich-grove, S.E.22. 

CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in Obstetric and 
Gynecology Department. Post approved for M.R.C.0.G. 
examination. Preference given to candidate seeking pre- 
registration post. Appointment for 6 months. Post vacant 
mid-October. 

Applications, with copies of $ 2 testimonials, to Medical Director, 
by 3rd October, 1953 
EAST END MATERNITY HOSPITAL, 384/398, Com- 
mercial-road, London, E.1. (60 Beds.) RESIDENT OBSTET- 
RICAL OFFICER required (post recognised for M.R.C.O.G.). 
6 months House Officer (third) and, subject to satisfactory 
service, 6 months Senior House Officer. Whitley Council 
salaries, deduction for emoluments £100 and £156 respectively. 
Post vacant 2nd November, 1953. 

Applications to Secretary, Stepney Group Hospital Manage- 
ment Committee, Raine-street, Wapping, E.1. 

EAST HAM MEMORIAL HOSPITAL, Shrewsbury-road, 
Landon, E.7. Applications are invited for the post of HOUSE 

IRGEON (House Officer, first or second post), Male or Female, 
a 6 months comme neing as soon as possible. This post is 
recognised for the F.R.C.S. 

Applications, stating age and experience, together with copies 
of testimonials, should be sent to the Group Secretary, West 
Ham Group Hospital Management Committee, London, E.15, 
not later than 10th October, 1953. 

GROUP LABORATORY. MILE END HOSPITAL, 
Bancroft-road, London, E.1. RESIDENT ASSISTANT 
PATHOLOGIST (Senior House Officer). Previous experience 
an advantage, but not essential. Laboratory recognised for 
Diploma of Pathology. Salary £670 p.a., less £156 p.a. for 
residence. Post tenable for 1 year in first instance. 

Applications, stating age, nationality, qualifications 
experience, together with names of 2 referees, to the 
Stepney Group Hospital Management Committee, 
Wapping, E.1. 

HACKNEY HOSPITAL, London, E.9. (General—807 
Beds.) 2 CASUALTY HOUSE OFFICERS (6 months appoint- 
me ~e¥y are required, 1 to act also as House Officer to the 

-T. Department and 1 as House Officer to the Skin Depart- 





recent testimonials, to Hospital 


recent 








and 
Secretary, 
Raine-street, 


me a 
Applications from second or 
reach the Group Secretary, 
Committee, London, E.9, 
post application is made. 
HIGHLANDS HOSPITAL, Winchmore Hill, N.21. (General 
Hospital—818 Beds.) SENIOR HOUSE OFFICER (resident) 
for T.B. Unit (100 Beds). 
Applications, with copies 
Secretary. 
LONDON JEWISH HOSPITAL, Stepney Green 
(130 Beds.) Applications invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (Surgical Department), vacant 
Ist October, 1953. Saiary £670 p.a. is subject to deduction 
at rate of £156 p.a. for board, lodging, &c. 
Applications with copies of testimonials, to the Secretary 
at the Hospital. 


30 


third post candidates should 
Hackney Hospital Management 
as soon as possible, stating for which 


of 3 testimonials, to Hospital 





LONDON JEWISH HOSPITAL, 
Applications invited for the post of RESIDENT HOUSE 
SURGEON, vacant October, 1953. Tenable for 6 months, 
renewable. Salary £350, £400, or £450 p.a., according to 
experience, subject to deduction at the rate of £100 for board, 
lodging, &c. 
Applications, 
at the Hospital. 


LONDON CHEST HOSPITAL. 


Stepney-green, E.1. 


with copies of testimonials, to the Secretary 


Hospitals for Diseases 


OF THE CHEST. Applications are invited for the post of Full- 
time MEDICAL Rie GISTRAR (Registrar grade). The appoint- 
ment is for 1 year in the first instance and is non-resident. 


Duties include attendance at Country Branch, near Letchworth. 
Applications, stating age, qualifications with dates, and 

previous appointments held, with copies of 3 testimonials, 

—— reach the House Governor, not later than 16th October, 
53. 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. A vacancy occurs Ist December, 1953, for 
RESIDENT SURGICAL OFFICER. Appointment for 6 months 
(with prospect of renewal), of which 2 will be at the Country 
Branch, near Letchworth. Post graded as Senior House Officer 
or Registrar, according to qualifications and experience. Previous 
surgical experience necessary. 

Applications, stating age, qualifications with dates and 
previous appointments held, with copies of 3 testimonials, should 
reach the undersigned not later than 16th October. 

THOMAS BRowN, House Governor. 

London Chest Hospital, E.2. 
LONDON CHEST HOSPITAL. 
OF THE CHEST. 2 vacancies occur Ist December, 1953, for 
RESIDENT HOUSE PHYSICIAN. Appointments for 6 
months, 4 in London, 2 at the Country Branch, near Letchworth, 
and posts are graded as House Officer. Duties include work 
in the Outpatient Department and Refill Clinic as well as in 
wards. 

Applications, stating age, qualifications with and 
previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 16th October. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. 

LAMBETH HOSPITAL, Brook-drive, S.E.11. Lambeth 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appoint- 
ment of RESIDENT CLINICAL PATHOLOGIST vacant at 
the end of October. The post is of Senior House Officer status 
and the appointment will be for a period of 1 year. Previous 
experience in pathology is not essential and the appointment 
presents opportunities for gaining experience in all branches of 
clinical pathology. 

For form of application 

Lambeth. Group Hospital 
road, - 
MANOR HOUSE HOSPITAL, Golders Green, 
(E xempted from National Health Service.) 
DENT SURGICAL OFFICER (Male). 
£100 p.a. deducted for emoluments. 
ected + 

Applications, stating age, nationality, qualifications, and surgical 

or orthopeedic experience, with copies of 3 testimonials, to— 
W. F. PENDRILL, Secretary. 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, 
Hampstead, N.W.3. Applications are invited from registered 
medical practitioners for the post of GYNASCOLOGICAL 
HOUSE SURGEON (radiotherapy), vacant immediately. 

Applications, with copies of testimonials, to the Medical 
Director. : 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
K.8. (General—147 Beds.) CENTRAL GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the post of SENIOR HOUSE OFFICER 
(medical). Salary £670 p.a., less £130 p.a. residential charges. 

Applications, stating age, nationality, qualifications and 

experience, together with names of 3 referees, to be sent to the 
Hospital Secretary as soon as possible. 
MILLER GENERAL HOSPITAL. (180 Beds.) Recognised 
for F.R.C.S. examination. HOUSE SURGEON, vacant approxi- 
mately 31st October, 1953. 6 months appointment. National 
salary and conditions. 

Applications and testimonials to Secretary, Greenwich and 
Deptford Hospital Management Committee, St. Alfege’s Hos- 
pital, Greenwich, 8.E.10 
MILLER GENERAL HOSPITAL. 
PHYSICIAN, vacant approximately 4th November, 
6 months appointment. National salary and conditions. 

Applications and testimonials to Secretary, Greenwich and 
Deptford Hospital Management Committee, St. Alfege’s Hos- 
pital, Greenwich, S8.E.10. 

NORTH MIDDLESEX HOSPITAL, 
Locum SENIOR HOUSE B RGEON 
period 19th October—13th November. 

and orthopeedics. Salary £13 per w eek. 
£130 p.a., will be made for residence. 

Applications, stating age, qualifications, experience, nation- 
ality, with copies of recent testimonials or names of 2 referees, 
to Secretary of Hospital immediately. 

QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15.. Applications are invited for the appointment 
of CASUALTY OFFICER AND DEPUTY RESIDENT 
SURGICAL OFFICER (Male or Female), Senior House Officer 
grade, for 1 year commencing as soon as possible. The post is 
recognised for the F.R.C.S 

Candidates should send “applications, together with copies of 
2 recent testimonials, to the Group Secretary, West Ham Group 
Hospital Management Committee, Stratford, E.15, by 8th 
October, 1953. 
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PLAISTOW HOSPITAL, Samson-street, London, E.13. 
(179 Beds.) Applic ations are invited for the appointment of 
RESIDENT HOUSE PHYSICIAN (second or third post) for 
6 months commencing soon as possible in the Chest Unit and 
Infectious Diseases Unit. Recognised pre-registration second 
post. The position offers valuable experience in both groups 
of diseases and is particularly useful to candidates sitting for 
the M.R.C.P. examination. 

Applications, with copies of recent testimonials, should be 
sent to M. J. HUNTLEY, Group Secretary, West Ham Group 
Hospital Management Committee, Stratford, London, E.15, by 
30th September, 1953. 


PRINCESS BEATRICE HOSPITAL, Earis Court, S.W.5. 
RESIDENT HOUSE OFFICER for Casualty and Anesthetic 
duties. Vacant now for period of 6 months. Registered prac- 
titioners. 

Applications, with all particulars, and copies of 2 testimonials, 
to House Governor. 


PRINCESS BEATRICE HOSPITAL, Earis Court, S.W.5. 
RESIDENT HOUSE SURGEON (general surgery, obstetrics and 
gynecology), for period of 6 months, vacant now. Registered 
practitioners only. 

Applications, with full details, and copies of 2 testimonials, 
to House Governor. 


PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) Applications are invited from registered medical practi- 
tioners for the appointment of SENIOR HOUSE OFFICER 
RESIDENT SENIOR HOUSE SURGEON_) for a period of 
6 months, vacant 8th December, 1953. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
7th November, 1953. 
PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) Applications are invited from registered medical practi- 
tioners for the appointment of RESIDENT SENIOR HOUSE 
SURGEON (third post), for a period of 6 months, vacant 
14th December, 1953. 

Application form from Secretary, Tottenham Group Hos- 

pital Management Committee, The Green, N.15, to be returned 
by 7th November, 1953. 
PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) Applications are invited from registered medical practi- 
tioners for the appointment of SENIOR HOUSE OFFICER 
RESIDENT SENIOR HOUSE SURGEON for Casualty, 
for a period of 6 months, vacant 4th December, 1953. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
7th November, 1953. 


PRINCE OF WALES'S GENERAL HOSPITAL. (219 
Beds.) Applications are invited from registered medical practi- 
tioners for the appcintment of RESIDENT GYNA®COLOGICAL 
HOUSE SURGEON (third post), for a period of 6 months, vacant 
29th December, 1953. 

Application form from Secretary, ee Group Hospital 
Management Committee, The Green, N.15, to be returned by 
7th November, 1953. 


ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for the post of SENIOR REGISTRAR in the Depart- 
ment of Psychiatry. Inpatient work is at the Atkinson Morley’s 
Hospital, Wimbledon, and the outpatient work at St. George’s. 
The appointment is for 1 year in the first instance, starting as 
soon as possible after Ist November, 1953. 

Applications. together with the names of 2 referees, should 
be received by the undersigned not later than 9th October, 
1953. P. H. CONSTABLE. House Governor. 


ST. NICHOLAS HOSPITAL, Tewson-road, Piumstead, 
S.E.18. HOUSE SURGEON. Recognised for F.R.C.S. Vacant 
Ist November. Approved for Pre-registration Service. 

Angly to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery (resident) to fill 
a vacancy in the approved trainee establishment at the Seamen’‘s 
Group of hospitals, for duty mainly at the Dreadnought 
Seamen's Hospital, Greenwich, S.E.10. Married quarters are 
available at the Hospital if desired. The appointment will be 
in accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be 
for 1 vear in the first instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary. Registrars 
Conunittee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 10th October, 1953. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy for a Whole- 
time ASSISTANT MEDICAL REGISTRAR (Registrar grade) 
on 10th December, 1953. 

Further particulars and form of application, which must be 
returned not later than Monday, 12th October, 1953, may be 
obtained from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 


WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for the post of REGISTRAR to Depart- 
ment of Morbid Anatomy for 1 year in first instance from 
lst November. 

Applications (4 copies), with names of 2 referees, to House 
Governor by 10th October. 
ACCRINGTON. VICTORIA HOSPITAL. (112 acute 
beds.) SENIOR HOUSE OFFICER (medicine) required on or 
about Ist October, 1953. 





ABERDEEN GENERAL HOSPITALS BOARD OF 

#EMENT. Applications are invited for the appointment 
Y TRAR in Anesthetics at the Aberdeen Royal Infirmary 
and Woodend General Hospital. Conditions of service in 
accordance with the terms issued by the Department of Health 
for Scotland. 
Applications, with the names of 2 referees, should be lodged 
immediately with the Secretary, Aberdeen General Pospitals, 
62, Queen’s-road, Aberdeen. 
ABERYSTWYTH GENERAL HOSPITAL, Aberystwyth. 
(81 Beds.) MID WALES HOSPITAL MANAGEMENT COMMITTEE, 
HOUSE SURGEON required to commence duties Ist November, 
1953. Salary in accordance with the terms and conditions of 
service for hospital medical and dental staffs, with full residential 
emoluments. 
Applications, together with 3 recent testimonials, to be 
addressed to— J. PRicE THOMAS, 

Secretary to the Management Committee. 

The General Hospital. Aberystwyth. 

AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. Applications 
are invited for the following appointments :— 

Royal Buckinghamshire Hospital 

SENIOR HOUSE OFFICER to Accident and Orthopredic 
Department (which is centred upon this Hospital and comprises 
48 Beds), vacant now. 

Applications for the above appointment, with 2 testimonials, 
to Secretary-Superintendent as soon as possible. 

Stoke Mandeville Hospital, Aylesbury 
HOUSE OFFICER (resident) in General Medicine, vacant 
6th October. 

HOUSE OFFICER (resident) in Pediatrics, vacant 13th 
October. 

Both posts are recognised for Pre-registration Service, but 
registered practitioners are invited to apply. 

Applications with 2 testimonials to the Administrative Officer 
as soon as possible. 

Tindal General Hospital 

RESIDENT SURGICAL OFFICER (Senior House Officer), 
vacant 12th October, 1953. The Surgical Unit consists of 100 
Beds and undertakes all the general surgery for the area. The 
post offers excellent training in practical surgery, and is eminently 
suitable for an F.R.C.S Final candidate. Salary £670 p.a., 
less £140 p.a. for board- residence. Further details on request, 

Please apply, with 2 testimonials, to the Administrative 
Officer, as soon as possible. 

HOUSE SURGEON (E.N.T.), Male or Female. vacant now. 
New department with high turnover and 4 Outpatient Clintes 
wea: No casualty department. Recognised for F.R.C.S. and 

».L.0~7 

HOUSE PHYSICIAN (Chest Unit), second or third post, 
Male or Female, vacant now. Duties include care of about 
20 chest cases (including T.B. Chalets), which may increase 
in due course, and 4 outpatient clinics weekly, including refills, 
forming a progressive chest unit for the Aylesbury area. Instruc- 
tion in bronchoscopy and bronchography given. An acute 
Geriatric Unit, a small long-stay Annexe, and a medical Out- 
patient Clinic provide some general medicine. No casualty 
department. Applications for a locum appointment will be 
considered. 

Both posts are recognised for Pre-registration Service, but 
registered practitioners are invited to apply. 

Application® with 2 testimonials, to the Administrative 
Officer as soon as possible. 

St. John's Hospital, Stone,"near Aylesbury 

JUNIOR HOSPITAL MEDICAL OFFICER (resident or 
non-resident). Salary cf £700-£50-£1000 p.a., less a charge of 
£140 p.a. for board, lodging, and laundry if resident. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees. to the Physician-Superin- 
tendent within 2 weeks of the appearance of this advertisement. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
posts at Ashton-under-Lyne General Hospital (800 Beds). 

(i) SENIOR HOUSE OFFICER (obstetrics), recognised for 

M.R.C.0.G. Vacant middle of October. 

(ii) HOUSE SURGEON. Preference will be given to pre-regis- 

tration applicants. Recognised for F.R.C.S. Vacant now. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Astlev-road, Stalybridge, Cheshire. 


ASHFORD (near), KENT. WILLESBOROUGH HOS- 
PITAL. Applications are invited for the appointment of HOUSE 
SURGEON at the above Hospital. Good experience in general 
surgery with some casualty work. Married quarters available. 
Salary €350, £400, or £450 a year, less £100 a year for residential 
emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, should be forwarded to the Group 
Secretary. “ Ash-Eton.”” Radnor Park West, Folkestone. 


ASHFORD (near), KENT. WILLESBOROUGH HOS- 
PITAL. Applic ations are invited for the appointment of HOUSE 
PHYSICIAN at the above Hospital. Salary £350, £400, or 
£450 a year, according to experience. A deduction of £100 a 
year will be made in respect of residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, “* Ash-Eton,” 
Radnor Park West, Folkestone. 
ASHFORD HOSPITAL. Ashford, Kent. Applications 
are invited for the appointment of RESIDENT HOUSE 
SURGEON (casualty orthopedics) at the above Hospital. 
Salary £350, £400 or £450 a year according to experience. A 
deduction of £100 a year will be made in respect of residential] 
emoluments. 

Applications, stating age, qualifications, and the names and 





Apply to Secretary, Hospital Management Committee Office, 
Royal Infirmary, Blackburn. 





addresses of 2 referees, to the Group Secretary, ‘“‘ Ash-Eton,” 
Radnor Park West, Folkestone. 
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(260 Beds.) RESIDENT MEDICAL 


Ashford, whence the re is an excellen 
Salary £650-£900 p.a., according to 
be vacanteon Ist December. 


ASHFORD HOSPITAL, Ashfor 
DENT HOUSE OFFICER (anesthe 
Hospital, recognised for D.A. 6 me 


early November. National Health Se 
ot service 


Hospital. 


HOSPITAL. (218 Beds—adults and 
METROPOLITAN REGIONAL HOSPITAL 
REGISTRAR (resident) required at 


Post recognised for F.R.C.S. Candid 
direct appointment. 


by 5th October. 


HOSPITAL BOARD. W hole-time 
REGISTRAR required. Appointmen 


with dates, naming 3 referees. 


MITTER. Applications are invited for 


Applications to the Group Secre 
Barrow-in-Furness. 
MITTEE. Applications are invited for 


Hospital, Barrow-in-Furness, under 
Physician. National conditions and 


in-Furness. 


given in general surgery. 


Cardiff. 
BATH. ROYAL UNITED AND 


medical practitioners for the post 


House Officer. : 
Applications, stating age, quali 


undersigned as soon as pos. 


Bath Hospital 
Manor Hospital, Bath. 


BATH (near). WINSLEY CHEST 


House Officer grade) at above Hos 


is served by a regular bus service. 
Applications, stating age, quali 


J. LAWREN 
Bath Hospital 
Manor Hospital, Bath. 

BEXLEY HOSPITAL, Dartford 
invited from registered medical practi 
of SENIOR HOUSE OFFICER at 
if resident. Terms and conditions of 
those approved by the Ministry of I 


staff. The Hospital (2150 Be ds) deals 
tric illness and experience in all moc 


Applications, with names and add 


2 HOUSE SURGEONS. Posts now 


and busy Outpatient Department. 
ence. National scale of salary. 
Apply to Hospital Administrator. 
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£670 p.a., with deductions at £150 p. 


ASHFORD, KENT. GROSVENOR SANATORIUM. 


OFFICER. This privately 


owned Sanatorium is fully equipped for the treatment of pul- 
monary tuberculosis. Good residential accommodation is 
provided, and the Sanatorium is 14 miles from the centre of 


it train service to London. 
experience. The post will 


Application to Dr. B. ROBERTS, Medical Superintendent. 


d, Middlesex. Staines 


GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 


tics), Male. Large General 
mths appointment, vacant 
srvice salary and conditions 


Applic at ions, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 


ASCOT, BERKS. HEATHERWOOD ORTHOPADIC 


children.) | NORTH WEST 
BOARD. ORTHOPAEDIC 
above Hospital which is 


a regional centre for all general orthopedic conditions, including 
fractures ; there is also a large amount of outpatient work. 


ates may visit Hospital by 


Application forms obtainable from and returnable to the 
Group Secretary, Windsor Group Hospital Management Com- 
mittee, Kipling Memorial Building, Alma-road, Windsor, Berks, 


BARNSLEY. BECKETT HOSPITAL. Sheffield Regional 


RESIDENT CASUALTY 
t for 1 year in first instance. 


Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 5th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 


BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL, BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 


resident posts of SENIOR 


HOUSE SURGEON and HOUSE SURGEON (recognised for 
pre-registration) at the above Hospital, with surgical work 
under control of Consultant Surgeons. Posts recognised for 
F.R.C.S. National conditions and salary scales 





stary, 52, Paradise-street, 


BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 


a post of HOUSE PHYSI- 


CIAN (recognised for pre-registration) at the North Lonsdale 


supervision of Consultant 
salary scale. 


Applic ations to Group Secretary, 52, Paradise-street, Barrow- 


BARRY ACCIDENT AND SURGICAL HOSPITAL. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. HOUSE OFFICER 
(but may be Senior House Officer if sufficient experience) 
required immediately at above Hospital. Staffed by whole-time 
Consultant Surgeon and Surgical Registrar. Excellent experience 


Form of application from Group Secretary, 44, Cathedral-road, 


BATH AND WESSEX 


ORTHOPADIC HOSPITALS. Applications are invited from registered 


of HOUSE SURGEON 


(orthopeedics). The post is a joint one between the above 
Hospitals, both Hospitals being adjacent to each other. The 
appointment is of 12 months duration and is graded Senior 


fications and experience, 


should be forwarded with 3 copies of recent testimonials, to the 


LAWRENCE MEARS, Secretary, 


Management ( ‘ommittee. 


HOSPITAL. (135 Beds.) 


Applications are invited from registered medical practitioners 
for the post of RESIDENT HOU 


SE PHYSICIAN (Senior 
pital. The Hospital over- 


looks the Limpley Stoke Valley about 7 miles from Bath and 


fications and experience, 


with 3 recent testimonials, should be forwarded to 


CE MEARS, Secretary, 
Management Committee. 


Heath, Bexley, Kent. 


BEXLEY HOSPITAL MANAGEMENT COMMITTEE. Applications are 


tioners for the appointment 
above Hospital. Salary 
a. for board, lodging, &c., 
service in accordance with 
fealth for hospital medical 
s with all types of psychia- 
iern physical, occupational 


and psychotherapeutic procedures is available. Opportunities 
will be available to assist at outpatient clinics. 


resses of 3 referees, should 


be sent te the Physician-Superintendent, Dr. L. C. Cook, M.D., 
D.P.M., within 14 days of the appearance of this advertisement. 


BEXHILL-ON-SEA. BEXHILL HOSPITAL. (62 Beds.) 


vacant. (A small modern 


hospital on the South coast.) Considerable acute surgical work 


Excellent all-round experi- 





BEDFORD GENERAL HOSPITAL. (435 Beds.) Bedford 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON required. The appointment offers excep- 
tional opportunities for general experience in a busy Acute 
Surgical Unit. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 testimonials, should be 
forwarded to the Group Secretary,.3, Kimbolton-road, Bedford. 
BEDFORD GENERAL HOSPITAL. (435 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR (resident) required at above Hospital. Hospital 
rid be visited by direct appointment. Post vacant lst October, 

953. 

Application forms obtainable from, and returnable to, Group 
Secretary, Bedford Group Hospital eager? a 2> 
Kimbolton-road, Bedford, by 2nd October, 195 
BIRMINGHAM ACCIDENT HOSPITAL” (215 Beds), 
Bath-row, BIRMINGHAM, 15. HOUSE SURGEONS (Male or 
Female). 1 post vacant Ist October, 3 posts vacant Ist 
November. Recognised for F.R.C.S. The appointments will 
be for a period of 6 months, of which 2 may be spent in the 
Burns Unit (Medical Research Council). The hospital is the 
largest traumatic unit in the country and treats 50,000 new 
patients each year. Posts are open to registered practitioners 
and pre-registration applicants and offer ample opportunity 
for practical experience in the management of all types of 
injury and teaching by the Consultant staff. 

Applications, with copies of recent testimonials or names of 
2 referees, to the Administrator. 

BIRMINGHAM. DUDLEY ROAD HOSPITAL. (790 
Beds.) Whole-time REGISTRAR (non-resident) in General 
Surgery. Experience specialty essential. 

Application forms from Secretary, Birmingham Regional 

Hospital Board, 10, Augustus-road, Birmingham, 15, to be 
returned before 12th October, 1953. 
BIRMINGHAM, 18. OUDLEY ROAD HOSPITAL. 2 
SENIOR HOUSE OFFICERS in Anesthetics (resident) required. 
Centred at Dudley Road Hospital (900 Beds) but will include 
duties and a period of residence at other hospitals in the Group. 
Appointments recognised for traiping for Diploma in Anees- 
thetics and F.F.A. Duties include list and eme ou ney work in 
general surgery, gynec ology, obstetrics, and FE. 

Applications, with copies of 2 recent Sesinaabide. to the 
Secretary, Hospital Management Committee, Dudley Road 
Hospital, Birmingham, 18 
BIRMINGHAM (near). MARSTON GREEN MATER- 
NITY HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIRMING- 
HAM. HOUSE SURGEON (obstetrics) required. Post vacant 
Ist November, 1953. 126 obstetric and 10 gynecological beds. 
Post recognised for Diploma and obstetric part of Membership 
of Royal College of Obstetricians and Gynecologists. Hospital 
affiliated to Birmingham Medical School for training of students. 

Detailed applications, accompanied by copies of 3 recent 
testimonials, to the Secretary, Hospital Management Com- 
mittee, Dudley Road Hospital, Birmingham, 18 


BIRMINGHAM. THE SKIN HOSPITAL. Inpatient 
DEPARTMENT,  George-road, EDGBASTON, BIRMINGHAM, | 15. 
Required, SENIOR HOUSE OFFICER or HOUSE OFFICER, 
according to experience. Post vacant mid-October. Inpatient 
Department is modern and well equipped, providing facilities 
for study of skin diseases. Successful applicant will be required 
to assist Consultant at outpatient clinics. 

Applications, with copies of 2 recent testimonials, to the 

Secretary, Hospital Management Committee, Dudley Road 
Hospital, Birmingham, 18. 
BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical, and maternity. Midway between London and Cam- 
bridge. Main Line Railway from Liverpool Street.) Applica- 
tions are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (first or second post held). 
Salary £350-£400 p.a., less £100 p.a. for residential emoluments. 
Appointment to commence as soon as possible. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary, Haymeads 
Hospital, Bishop’s Stortford, Herts. 

BLACKBURN ae DISTRICT HOSPITAL MANAGE- 
MENT COMMITTE 

SENIOR HOU ‘SE “5 Ser a (angesthetics) required. Recog- 
nised for D.A. and F.F.. .S. Residence at Queen’s Park 
Hospital, Blackburn, wit aeaien there, Blackburn Royal 
Infirmary and aaa Victoria Hospital as arranged by 
Consultant in charg 

SENIOR HOU SE OFFICER (peediatrics) required. Recog- 
nised for D.C.H. Residence at Park Lee Hospital, Blackburn, 
with such duties as required by Consultant Peediatrician at 
the Royal Infirmary and Queen’s Park Hospital, Blackburn, 
and Accrington Victoria Hospital. 

Both posts fall vacant on or about Ist October, 1953. 

Apply to Secretary, Hospital Management Committee Office, 

Royal Infirmary, Blackburn. 
BLACKPOOL. VICTORIA HOSPITAL. (347 Beds.) 
RESIDENT HOUSE OFFICER (gynecology and obstetrics). 
Recognised for gynecology for Membership of R.C.0.G. This 
is a busy genera! hospital with a large Outpatient Department, 
and the post offers excellent opportunities for experience under 
Consultant Gynecologists and Obstetricians. 

Applications with references to the Hospital Secretary. 


BRADFORD CHILDREN’S HOSPITAL. (102 Beds.) 
2 HOUSE OFFICERS (Female), 1 vacant now, 1 vacant Ist 
November. Salary £350-£€450 p.a., less £100 p.a. residential 
emoluments. Hospital recognised for D.C.H. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. 
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BRADFORD ROYAL INFIRMARY 

ORTHOPAEDIC HOUSE SU RGEON/C ASUALTY OFFICER, 

vacant Ist October. 

HOUSE OFFICER (ansesthetics), vacant 5th October. 
Salary £350-£450 p.a., less £100 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copy ’ toctiteialn. to Secretary. 
BRADFORD. ST. LUKE’S HOSPITAL. 

SENIOR ORTHOPAEDIC HOUSE SURGEON/CASUALTY 
OFFICER, vacant now. Salary £670 p.a., less £130 p.a. resi- 
—_ emoluments. 

OUSE OFFIC ER (peediatrics), vacant 4th October. 
HOUSE SURGEON (general and casualty), vacant =o 
HOUSE SURGEON (general and ranean vacant no 
ORTHOPDIC HOUSE SURGEON/CASUALTY OFFIC ER, 

vacant now. 

Salary for above 4 posts £350-£450 p.a., less £100 p.a. resi- 
dential emoluments. 

Applications, stating age, nationality, qualifications, and 

experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopedic surgery ), first, sec ond, or third iE Post tenable 
for 6 months and is recognised under F.R.C.S. regulations. 
Salary in accordance with the terms of service issued by the 
Ministry of Health, plus £50 p.a. 

Applications, with copies of 3 testimonials, should be for- 
warded to the is Yay Secretary, Colchester Hospital Manage- 
ment Committee, 14, Pope’ s-lane, Colchester, Essex 
BRAINTREE, nanan BLACK NOTLEY HOSPITAL. 
(544 Beds.) Locum SENIOR HOUSE OFFICER required for 
Surgical Tuberculosis Unit, comprising chiefly orthopedic 
tuberculosis, genito-urinary tuberculosis, and other non- 
pulmonary and combined lesions. Salary in accordance with 
the terms of service issued by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester ——- Management 
Committee, 14, Pope’ s-lane, Colchester, Essex 


BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER for Surgical Tuberculosis Unit, comprising chiefly 
orthopeedic tuberculosis, genito-urinary tuberculosis, and other 
non-pulmonary and combined lesions. Post tenable for 1 year. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 

warded to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. Locum HOUSE 
SURGEON required in Department of Neurosurgery (38 Beds) 
for period 3rd—31st October, 1953. 

Applications to Group Secretary, Frenchay Hospital, Bristol. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. FRENCHAY HOSPITAL. HOUSE 
SURGEON required to work in Plastic and Jaw Surgery Unit. 

Applications, with full particulars, should be sent to the 
Group Secretary, Frenchay Hospital, Bristol. 

BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Required at Mortimer House 
Maternity Hospital, C lifton, Bristol (35 Beds), RESIDENT 
SENIOR HOUSE OFFICER for 6 or 12 months. 
Applications to be meaner. to the undersigned forthwith. 
. HANCOCK, Group Secretary. 


Southmead Hospital, Bristol. a 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (medical), Rossendale 
General Hospital. 

Applications, giving names of 2 referees, should be made to— 

1. WILKINSON, Esq., Group Secretary. 

Bury General Hospital, Bury, Lancs. 

BURY GENERAL HOSPITAL. Bury and Rossendale 
HOSPITAL MANAGEMENT COMMITTEE. There is a vacancy for a 
SENIOR HOUSE OFFICER (anesthetics), resident or non- 
resident, the post being recognised for the D.A. 

Applications, together with the names of 2 referees, should 
be made to— WILKINSON, Group Secretary. 

Bury Gene ral Hospital, W almersley -road, Bury, Lancs. 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. 

Bolton Group of hospitals 

RESIDENT ANASTHETIST (Senior House Officer grade), 
with main duties at the Bolton District General Hospital and 
Bolton aT al Infirmary. Tenable for 12 months and recognised 
for the D.: 

The Royal infirmary, Bolton (237 Beds) 

SENIOR HOUSE OFFICER in Surgery (Assistant Resident 
Surgical Officer), vacant immediately, recognised for F.R.C.S. 
and tenable for 12 months. 

Group Laboratories 

RESIDENT PATHOLOGIST (Senior House Officer grade), 
vacant immediately, tenable for 12 months and recognised for 
the Dip. Path. ? 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be sent immediately to— 

H. P. TRAVIS, Group Secretary. 





The Royal Infirmary, Bolton. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) CASUALTY HOUSE SURGEON (1 of 3), including 
duties with Orthopedic and Traumatic Unit. Pre-registration 
post and recognised for F.R.C.S. from 1954. Vacant early 
October. 

Applications, giving details of age, experience, &c., together 
with names and addresses of 2 referees, to be sent to the 
Administrative Officer. 


BRIGHTON GENERAL HOSPITAL, Elm-grove, 
BRIGHTON, 7. CASUALTY/MEDICAL OFFICER (for casualty 
and general duties). Post vacant on 26th! September, 1953. 
Salary £350-£450 p.a., less residential emoluments. 
Applications, stating age, qualifications and ¥ experience, 
together with copies ‘of recent testimonials, to the}Physician- 
Superintendent. 

BRIGHTON GROUP HOSPITALS. 2 House Surgeons 
for duties in the E.N.T. Department (78 Beds). Vacant mid- 
October. Recognised for F.R.C.S., and D.L.O. 

Applications, with details of experience, &c., and names and 
addresses of 2 referees, to the Administrative Officer, Royal 
Sussex County Hospital, Brighton, 7. 

BOSTON. GENERAL HOSPITAL. Sheffield Regional 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(general surgery and E.N.T.) required with relief duties in the 
Casualty Department. Appointment for 1 year in the first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 12th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
CAMBORNE. TEHIDY CHEST HOSPITAL. (190 Beds.) 
WEST CORNWALL HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON for the new Thoracic Surgical Unit which will finally 
extend to approximately 40 Beds, in modern surgical block. 
Salary £350-£450, less £100 p.a. residential emoluments. 

Apply to the Hospital Secretary, Tehidy Chest Hospital, 
Camborne. as 
CAMBRIDGE. UNITED CAMBRIDGE HOSPITALS. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. SENIOR REGIS- 
TRAR in Psychiatry, the appointment will be made jointly by 
the 2 Boards, and the successful candidate will undertake duties 
at both Addenbrooke’s and Fulbourn Hospitals. Holder of 
post to take part in clinical work at both hospitals, assist in 
clinical teaching and in the supervision of the psychiatric 
training programme. There is a link with the University Depart- 
ment of Psychology and opportunities for research with abundant 
clinical material. 

Detailed applications and the names of 3 referees, to Secretary, 
United Cambridge a Addenbrooke's Hospital, Cam- 
bridge, by 10th October, 1953 
CANTERBURY. KENT AND CANTERBURY HOSPITAL. 
(265 Beds.) GENERAL SURGICAL AND UROLOGICAL 
HOUSE SURGEON. The above post, which is recognised for 
the F.R.C.S. Diploma, is now vacant. National Health Service 
salary and conditions. 

Applications, together with copies of 2 testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER in the Casualty Department 
to commence duty as soon as possible. 

Application form from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER required immediately, in acute 
medical wards, working under direction of Consultants. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(160 Beds.) (Recognised by the Royal College of Surgeons and 
for Pre-registration Service.) Applications are invited for the 
post of RESIDENT HOUSE OFFICER (surgical). Salary 
£350, £400, and £450 p.a. (plus grant of £50 p.a.), according 
to experience, less £100 p.a. for board-residence. 

Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

COULSDON, SURREY. NETHERNE HOSPITAL. Appli- 
cations are invited for the appointment of SENIOR REGIS- 
TRAR (Male or Female). Candidates must hold a Diploma in 

Psychological Medicine. A higher medical qualification and 
experience in electro-encephalography is desirable. There are 
excellent facilities for study and research, and, apart from 
clinical duties in the Hospital and outpatients’ clinics, the 
successful candidate will be required to assist in the training of 
junior staff for a Diploma in Psychological Medicine. Single 
quarters will be provided in the Hospital at £150 p.a. The 
Physician-Superintendent will be pleased to give any further 
details required or to arrange for candidates to see the Hospital. 

Application forms may be obtained from the Secretary to 
whom 5 completed copies must be returned within 21 days of 
the appearance of this advertisement. 

K. W. FAULK, Secretary. 
CROYDON GENERAL HOSPITAL. (200 Beds.) Locum 
Tenens HOUSE PHYSICIAN from 12th to 25th October. 

Apply, giving particulars of age, qualifications and experience, 

o— GEORGE A. PAINES, Group Secretary, 
Hospital Management Committee. 

General Hospital, Croydon. 

CROYDON. MAYDAY HOSPITAL. (618 Beds.) House 
SURGEON (resident) for Fracture and Orthopedic Unit 
required immediately. 

Application forms obtainable from GEORGE A. PAINES, Group 
Secretary, Hospital Management Committee, General Hospital, 
Croydon. 

CROYDON. MAYDAY HOSPITAL. (618 Beds.) Locum 
Tenens CASUALTY OFFICER (Senior House Officer grade) 
for period 5th-11th October inclusive. 

Apply, giving particulars of age, qualifications and experience, 
to— GEORGE A. PAINES, Group Secretary, 

Hospital Management ¢ ommittee. 

General Hospital, Croydon. 
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CHELMSFORD. ST. JOHN’S HOSPITAL. Full-time 
Locum Tenens SENIOR REGISTRAR required in the Depart- 
ment of Pathology for a period of 6 months. Resident. To work 
mainly at St. John’s Hospital with some duties at the Chelmsford 
and Essex Hospital. Knowledge of morbid anatomy an 
advantage. 

Applications to the Secretary, Hospital Management Com- 
mittee, Chelmsford Group, London-road, Chelmsford, Essex. 
CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the post of CASUALTY OFFICER (Senior House 
Officer), resident and tenable for 6 months. It offers excellent 
experience in the treatment of fractures and diagnosis of acute 
medical and surgical emergencies. Opportunity is given for the 
Casualty Officer to follow up his cases in the wards and to obtain 
operating experience in major theatre under the guidance of the 
Consultants or the Resident Surgical Officer. Off-duty time is 
generous and the post is one likely to suit both an Officer secking 
a higher qualification in surgery or one intending General 
Practice. The vacancy will occur in September. Salary £670 
p.a., with £130 deduction for residential emoluments. 

Apply Secretary, Chelmsford Group Hospital Management 
Committee, Chelmsford and Essex Hospital, London-road, 
Chelmsford, Essex. 

CHEPSTOW, MON. MEMORIAL WARDS. (150 Beds.) 

UNIOR HOSPITAL MEDICAL OFFICER (tuberculosis) 
required about Ist October. A Senior Hospital Medical Officer 
is also resident and the Consultant visits regularly. Hospital 
situated conveniently on outskirts of town. Salary £700—£50 
£1000, less £150 for board-residence. 

Write, quoting 2 referees, to T. A. 

64, Cardiff-road, Newport, Mon. 
CHEPSTOW. ST. LAWRENCE PLASTIC SURGERY 
HOSPITAL. WELSH REGIONAL HOSPITAL BOARD. Applications are 
invited for the appointment of an additional SURGICAL 
REGISTRAR (plastic surgery) to the above-named Plastic 
Surgery Hospital. The post offers considerable opportunities 
for training in and experience of the specialty. The successful 
candidate will be based at the above Hospital, but may be 
expected to visit other hospitals in the South Wales Area. The 
appointment will be reviewed at the end of the first year. 
Accommodation for a single person is available. The main pur- 
pose of the appointment is to enable a suitable candidate to 
obtain a thorough grounding in the specialty. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital 
Board, Cathays Park, Cardiff, within 14 days of appearance of 
this advertisement. 

CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(430 Beds.) The post of SENIOR HOUSE OFFICER in the 
Gynecological and E.N.T. Departments is now vacant. 

Applications, together with testimonials, or names of referees, 

should be sent to the Physician-Superintendent as soon as 
possible. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hospital). (443 Beds.) Required 
SE NIOR HOUSE OFFICER AN-ESTHETIST. Appointment 
recognised for the D.A. and the F.F.A. R.C.S. Salary in accord- 
ance with terms and conditions of National Health Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CHESTER (near), MEADOWSLEA HOSPITAL. Wrex- 
HAM, POWYS AND MAWDDACH HOSPITAL MANAGEMENT COMMITTEE, 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (resident). Salary £700-€1000 p.a., less 
recognised charge for services provided by Hospital. The 
appointed candidate will be a member of a Chest team cove ring 
a wide area in North Wales with excellent opportunities for 
experience in hospital and chest clinic practice. Applications 
from ex-patients will be welcomed. A flat is available for the 
successful candidate. 

Applications, stating age, qualifications, experience, together 

with the names of 3 referees, to the Secretary, Wrexham, Powys 
and Mawddach Hospital Management Committee, Maelor General 
Hospital, Wrexham, within 14 days. 
CHESTERFIELD ROYAL HOSPITAL. Applications are 
invited for the post of RESIDENT CASUALTY OFFICER 
(pre-registration grade or Senior House Officer status if person 
appointed has sufficient experience) now vacant at above 
Hospital. Ministry of Health salary and conditions of service. 
There are 2 Junior and 1 Senior Casualty Officers in the Depart- 
ment. The post is recognised for training for the F.R.C.S. 
examination. Duties are primarily in the Casualty Department 
but by mutual arrangement 1 Casualty Officer performs duties 
in the Accident and Orthopedic Department, and thus oppor- 
tunities occur for all 3 to gain experience in that department. 

Apply, stating age, nationality, and qualifications, with copies 
of recent testimonials, to— 

M. H. Boonr, Secretary, 

Chesterfield Hospital Management Committee. 
CHESTERFIELD ROYAL HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE PHYSICIAN (Senior 
House Officer). 36-Bedded Unit, with opportunities for gaining 
experience in acute general medicine, peediatrics, diabetes, 
and dermatology. The appointment will be tenable for 1 
year, and the salary payable is £670 p.a., less £155 p.a. if resident. 

Apply Secretary, Chesterfield Hospital Management Com- 

mittee, for further details. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE OFFICER 
to Casualty and Radiotherapy Departments at above Hospital. 
First, second, or third post ; tenable for 6 months. Post recog- 
nised for F.R.C.S. Salary in accordance with the terms of service 
issued by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
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COTTINGHAM, near HULL. CASTLE HILL HOS- 
PITAL. HOUSE SURGEON (Senior House Officer grade) for 
Major Thoracic Surgery Unit, to work under the supervision 
of the Consultant Thoracic Surgeon. Unit part of Group incor- 
porating Mass Radiography Unit and full laboratory facilities. 

Application forms obtainable from Group Secretary, Hull B 
Hospital Management Committee, De la Pole Hospital, Willerby, 
E. Yorkshire. 

COVENTRY AND WARWICKSHIRE HOSPITAL. 
Beds. ) HOUSE PHYSICIAN required Ist October. 
offers wide experience in general medicine. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Stoney Stanton-road, Coventry. 
COVENTRY HOSPITALS. Resident 
OFFICER in Amesthetics required, now vacant. 
Coventry and Warwickshire and Gulson Rote 
£670 p.a. Hospitals recognised for F.F. C.S. 
experience in all types of general seaeanatbal Ss. 

Applications to the Secretary, Group 20 Hospital Management 

Committee, Stoney Stanton-road, Coventry. 
DARLINGTON MEMORIAL HOSPITAL. Applications 
are invited from Male or Female practitioners with experience 
for the post of SURGICAL REGISTRAR (Senior House Officer) 
which is one of a surgical team of 2 Registrars and 1 House 
Officer responsible for surgical beds and casualty. The post is 
recognised for the F.R.C.S.(Eng.). Salary £670 p.a., deduction 
of £150 p.a. for full residential emoluments. The post is tenable 
for 12 months and is renewable annually. 

Apply with references, — age and experience, to— 

. BECKWITH, Group Secretary. 
DARLINGTON MEMORIAL HOSPITAL. (210 Beds.) 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(resident), which post is recognised for the F.R.C.S. (Eng.). 
Salary in accordance with national scale. 

Apply, giving age and references, to the undersigned forth- 
with. G. W. BECKWITH, Group Secretary. 
DARTFORD HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER (anesthetics) at Joyce Green 

Hospital, Dartford. 
HOUSE SURGEON (orthopeedics) at the Southern Hospital, 


Dartford. 
HOUSE OFFICER (E.N.T. 
Southern Hospital, Dartford. 
*HOUSE OFFICER (gynecology and obstetrics) at the West 
Hill Hospital, Dartf rd. 

*Approved for pre-registration purposes. 

Applications, stating age, qualifications, experience, nation- 

ality, and the names of 2 persons to whom reference may be 
made, to be sent for House Officers to the Medical Superintendent 
of the hospital concerned, and for Senior House Officer to the 
Group Secretary, Dartford Hospital Management Committee, 
the Bow Arrow Hospital, Dartford. 
DEAL. VICTORIA HOSPITAL. Applications are invited 
from medical practitioners for the post of RESIDENT MEDICAL 
OFFICER at the above Hospital. Appointment provides 
excellent experience for persons intending to enter general 
practice. There is a regular Consultant Visiting Staff for all 
branches of medicine and surgery. Salary £450 a year. A 
deduction of £100 a year will be made in respect of residential 
emoluments. Comfortable married quarters available. 

Applications, stating age, qualifications, and the names and 

addresses of 2 referees, to. the Group Secretary, ‘‘ Ash-Eton,” 
Radnor Park WwW est, Folkestone. 
DEWSBURY, STAINCLIFFE GENERAL HOSPITAL. 
(31Lt Beds.) A vacancy exists for a RESIDENT MEDICAL 
OFFICER (Junior Hospital Medical Officer grade). House 
available on rental if required. The Hospital has a Medical 
Unit of 68 adult beds and 34 beds for children. The Resident 
Medical Officer has 2 resident House Physicians to assist him. 

Applications, giving full details of experience, &c., should be 
addressed to the Group Secretary at 20. Oxford-road, Dewsbury. 
DOVER. ROYAL VICTORIA HOSPITAL. Applications 
are invited for the post of HOUSE SURGEON at the above Hos- 
pital. The post is recognised by the Royal College of Surgeons. 
Salary £350, £400, or £450 a year according to experience. A 
deduction of £100 a year will be made for residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, ‘* Ash-Eton,”’ 
Radnor Park West, Folkestone. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION, Applications invited from 
registered practitioners for following appointments :-— 

Corbett Hospital, Stourbridge (106 Beds) 

SENIOR HOUSE OFFICER (resident), casualty. Post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 
emoluments. 

SENIOR HOUSE OFFICER (resident), surgical, or HOUSE 
OFFICER (resident), surgical, pre-registration appointment. 
Post now vacant. Salary at appropriate rate less deduction 
for residential emoluments. 

Wordsley Hospital, near Stourbridge (478 Beds) 

SENIOR HOUSE OFFICER (Resident Anesthetist). Post 
now vacant. Salary £670 p.a., less £150 p.a. in respect of 
residential emoluments. In addition to general surgery, experi- 
ence is available in gynecology and there is a major Orthopedic 
Unit. Regional Plastic Surgery Unit at this Hospital. 

HOUSE OFFICER (resident), surgical, pre-registration 
appointment. Post now vacant. Salary at appropriate rate, 
less deduction of £100 p.a. in respect of residential emoluments. 

Prestwood Sanatorium (200 Beds) 

SENIOR HOUSE OFFICER (resident). Post vacant Ist 
October. Salary £670 p.a., less £150 p.a. for residential 
emoluments. 

Applications, stating age, experience, with copies of 3 recent 
testimonials, to Group Secretary, The Guest Hospital, Dudley, 
Worcs. 
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DERBY. CITY HOSPITAL. House Surgeon (pre- 
registration) or SENIOR HOUSE OFFICER. 

Applications, stating full details, together with copies of 

2 recent testimonials, should be sent to the Medical Superin- 
tendent, City Hospital, Derby, as soon as possible. 
DERBY. CITY HOSPITAL (66 maternity beds) and 
QUEEN MARY MATERNITY HOME (36 Beds). HOUSE SURGEON 
(obstetrics) or SENIOR HOUSE OFFICER for duties at both 
the above Hospitals. The post is resident at the Derby City 
Hospital. Vacant October. 

Applications, stating age, qualifications and experience, with 

copies of 2 testimonials, should be forwarded immediately to the 
Medical Superintendent, Derby City Hospital. 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
DERBY AREA NO. 1 HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (pre-registration) or SENIOR HOUSE OFFICER 
required 14th October. 

Applications, with 2 names for reference, should be sent to the 
Secretary, No. 1 Hospital Management Committee, Babington- 
lane, Derby. 

EAST CUMBERLAND HOSPITAL MANAGEMENT 

COMMITTEE. Applications are invited for the following HOUSE 

OFFICER appointments which are now vacant :— 
Cumberland Infirmary, Carlisle (340 Beds) 

1—General Surgery. 

1—Orthopedics. 

1—** Specials ’’—(E.N.T. and Eyes). 

Applications, with names of 2 referees, should be forwarded 
immediately to the Secretary, East Cumberland Hospital 
Management Committee, Cumberland Infirmary, Carlisle. 
EPPING. ST. MARGARET’S HOSPITAL. (485 Beds, 
78 general surgical beds.) Aplications are invited for post of 
HOUSE SURGEON to fill an immediate vacany. Busy general 
hospital with easy access to London. Salary on national scale, 
less deduction for board, lodging, &c. 

Applications, with copies of 2 testimonials, to reach Group 
Secretary, Epping Group Hospital Management Committee, 
St. Margaret’s Hospital, Epping, Essex, by 10th October, 1953. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
(Male and Female) for the post of HOUSE PHYSICIAN, 
vacant 8th November, 1953. The appointment is for a period 
of 6 months. The post is also available to pre-registration 
students. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary, on or before 3rd October, 1953. 
FOLKESTONE. ROYAL VICTORIA HOSPITAL. Appli- 
eations are invited for the post of HOUSE PHYSICIAN at 
the above Hospital. Salary £350, £400, or £450 a year, less 
£100 a year for residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, should be forwarded to the Group 
Secretary, ‘“‘ Ash-Eton,’”’ Radnor Park West, Folkestone. 
GLASGOW. BELVIDERE INFECTIOUS DISEASES 
HOSPITAL. JUNIOR HOSPITAL MEDICAL OFFICER at 
Belvidere Infectious Diseases Hospital (644 Beds), London- 
road, Glasgow, E.1. 

Write, giving 3 names for reference, to the Secretary, Board 

of Management for Glasgow Royal Infirmary and Assoc iated 
Hospitals, 135, Buchanan-street, Glasgow, C.1. 
GOODMAYES HOSPITAL, Goodmayes, Ilford, Essex. 
SENIOR HOUSE OFFICER required for mental hospital 
situated within easy reach of the centre of London. All forms 
of modern psychiatric treatment available. Facilities given to 
study for higher qualifications. Salary £670 p.a., less £150 for 
residential amenities if resident. 

Applications, stating age, experie nee and qualifications, to 

the Physician-Superintendent, with 2 copies of recent testimonials 
as soon as possible. 
GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the post, 
vacant as from 4th October, 1953, of CASUALTY OFFICER 
(Senior House Officer) 

Applications, giving nationality, age, experience, &c., together 

with names of 2 referees, should be sent to the Hospital Sec retary, 
Grimsby (¢ jeneral Hospital, Grimsby. 
GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (gynecological), 
Male or Female, for duties at the above-named Hospital and 
Seartho Road Infirmary, Grimsby. The post is now vacant. 

Applications, with names of 2 referees, to Hospital Secretary, 

Grimsby General Hospital. 
GRIMSBY. SPRINGFIELD HOSPITAL (Chest and 
Infectious Diseases). (210 Beds.) GRIMSBY HOSPITAL MANAGE- 
MENT COMMITTEF. Applications are invited for the post of 
SENIOR HOUSE OFFICER (medical). Salary in accordance 
with terms and conditions of service of hospital medical and 
dental staffs, £670 p.a. In case of married applicant, house 
available. All forms of tuberculosis are treated in this Hospital 
and modern methods of therapy are available, including major 
thoracic surgery. 

Applications, with names of 3 referees, should be submitted 
to the Hospital Secretary, Springfield Hospital, Scartho, Grimsby. 
GUILDFORD. ST. LUKE’S HOSPITAL. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. GUILDFORD GROUP 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of ANASSTHETIC REGISTRAR (resident) at 
above Hospital. Preference given to candidates holding higher 
qualifications. The post is recognised for D.A. and F.F.A.R.C.S. 
The Hospital may be visited by arrangement with the Phy sician- 
Superintendent. 

Application forms obtainable from Group Secretary at the 
Hospital (stamped addressed envelope) to whom they should 
be returned not later than 9th October, 1953. 














QUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(229 Beds.) RESIDENT HOUSE PHYSICIAN required. 
Post is tenable for 6 months from Ist November and is recognised 
for pre-registration candidates. 

Aapiie ations, with copies of 3 testimonials, should be sent to 

the Hospital Secretary as soon as possible. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in Anesthetics required. Oppor- 
tunities for studying for D.A. Salary £670 p.a., with deduction 
of £130 p.a. for residence, &c. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 

HASTINGS GROUP OF HOSPITALS. Locum Surgical 
OFFICER (non-resident) required for Ist October. Salary £16 
weekly. 

Apply Group Secretary, 11, Holmesdale-gardens, Hastings 
(phone 5400). - 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (151 Beds—Recognised by the Royal 
College of Surgeons and for Pre-registration Service.) Applica- 
tions are invited for the post of RESIDENT HOUSE OFFICER 
(surgical). Salary £350, £400, or £450 p.a., plus grant of £50 
p.a., according to experience, less £100 p.a. for board-residence. 

Applications, stating age, qualifications, experience, and 

nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glanewili, Carmarthen. 
HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. (170 Beds—5 residents.) HOUSE PHYSICIAN to 
Children’s Department required (second or subsequent post). 
The appointment is recognised for the D.C.H. 

Applications, giving details of experience and qualifications, 

and enclosing copies of 2 recent testimonials, should be sent to 
the Administrator. 
HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. (170 Beds—5 residents.) CASUALTY OFFICER 
(Junior Hospital Medical Officer). Salary £700-€50-£1000 p.a., 
less, £130 p.a. for residential emoluments. Post vacant mid- 
October. 

Applications, giving full details, together with copies of 2 
recent testimonials, should be sent to the Hospital Secretary. 
HESWALL, CHESHIRE. CLEAVER HOSPITAL. (220 
Beds.) CENTRAL WIRRAL HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER. Exeellent facilities for obtaining good knowledge 
of modern treatment of pulmonary tuberculosis in all its branches 
including major surgery. Applicants should have had some 
experience in the treatment of pulmonary tuberculosis and held 
previous house appointment. Applications from ex-patient 
practitioners welcome. Salary £670 p.a., less £150 for emolu- 
ments. Terms and conditions of service for hospital medical 
and dental staffs (England and Wales) will apply. 

Applications to be submitted to Physician-Superintendent 

immediately. 
HESWALL, CHESHIRE. CLEAVER HOSPITAL. (220 
Beds.) CENTRAL WIRRAL HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of JUNIOR 
HOSPITAL MEDICAL OFFICER. The post offers good 
experience in modern treatment of tuberculosis. The Hospital 
deals with acute cases, and minor and major surgery is carried 
out by members of the Liverpool Chest Surgical Unit. Applicants 
should have had previous experience in the treatment of tuber- 
culosis, and a knowledge of chest surgical procedure would be an 
advantage. Applications from ex-patient practitioners will be 
considered. Salary, terms, and conditions of service for hospital 
medical and dental staffs (England and Wales) will apply. 

Applications, including names of 3 referees, should be addressed 
to the Physician-Superintendent as soon as possible. 

HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the 
following posts :— 

RESIDENT SURGICAL OFFIC CE R (Senior House Officer 

grade). Recognised for F.R.C. 
CASUALTY OFFICER (Senior Reon Officer grade). 
E.N.T. HOUSE SURGEON — House Officer grade). 
Recognised for F.R.C.S. and D.L.O. 

2 HOUSE SURGEONS (recognised Dm F.R.C.S.). 

2 HOUSE PHYSICIANS (1 oa. for M.D. (Lond.)). 

ORTHOPAEDIC HOUSE SURGEON 

Forms of application from the Hospital Secretary, Hull 

Royal Infirmary. 
HULL, E. YORKS. MATERNITY HOSPITAL. (74 Beds.) 
Recognised for M.R.C.0.G. (obstetrics) HOUSE OFFICER 
required. Post tenable for 6 months. Salary £350-£450 p.a., 
according to experience, less £100 for residential emoluments. 

Apply to Group Secretary, Hull Royal Infirmary. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. (143 Beds.) HULL A GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for 2 HOUSE SURGEON 
posts. These posts are for a term of 6 months in each case and 
are now vacant. Both count towards D.C.H. qualification. 
Salary as per national terms of service. 

Replies, with testimonials, to be sent to the Hospital 

Secretary. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. (143 Beds.) HULL A GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. Locum HOUSE SURGEONS required (2). 

Applications to the Hospital Secretary, at the above address. 

HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
Applications are invited for the appointments of SURGICAL 
HOUSE OFFICER (mainly gynecology) and HOUSE OFFICER 
(general surgery), recognised pre-registration appointments. 

Salary £350, £400. or £450, according to experience. The posts 
are resident and tenable for 6 months. 

Applications to be forwarded to the Secretary, Hull A Group 

Hospital Management Committee, 
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HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
Applications are invited for the appointment of HOUSE 
PHYSICIAN (recognised pre-registration appointment). Salary 
£350, £400, or £450, according to experience. The post is 
resident and tenable for 6 months. 

Applications to be forwarded to the Secretary, Hull A Group 
Hospital Management Committee. —__ se i da taal 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON to the Gynecological and Abnormal Maternity 
Department, required to commence duties on Ist November, 
1953. The post is recognised for the D.Obst.R.C.O.G. and 
is a pre-registration appointment. Salary in accordance 
with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. ree 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. 2 HOUSE 
SURGEONS required, to commence duty immediately. The 
yosts are recognised as pre-registration appointments. Salary 
fh accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 
HITCHIN. LISTER HOSPITAL. (336 Beds.) North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL REG 
TRAR (whole-time), resident, required at above Hospital, vacant 
ist January, 1954. Duties of post include some pediatric work. 
Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 
tary, Luton and Hitchin Group Hospital Management Com- 
mittee, St. Mary’s Hospital, Luton, Beds, by 10th October, 1953. 
HOVE GENERAL HOSPITAL, Sackville-road, Hove, 3. 
HOUSE SURGEON AND CASUALTY OFFICER (recognised 
for F.R.C.S.). Post vacant immediately. Salary and conditions 
of service in accordance with national scale (£350-£450, less 
£100 p.a. for residential emoluments). 

Applications, stating age, qualifications, experience, 
naming 2 referees, to the Administrative Officer. 
HOUNSLOW HOSPITAL, Staines-road, Hounslow, 
MIDDLESEX (General Acute—81 Beds) invite applications for 
appointment of RESIDENT HOUSE SURGEON ;_ duties 
include Casualty Department. 6 months appointment. National 
Health Service salary and conditions of service. 

Applications, stating qualifications, age. &c., with copies of 
up to 3 recent testimonials or names for refercnce, to the 
Hospital Secretary. S 
ILKLEY (near). THE HOSPITAL, Middleton in Wharfe- 
DALE, near ILKLEY. (430 Beds.) MIDDLETON AND GRASSINGTON 
aroup. Applications are invited for the appointment of JUNIOR 
HOSPITAL MEDICAL OFFICER (resident) at the above 
Hospital for tuberculosis. Experience in tuberculosis essential 
and some experience in obstetrics desirable. Remuneration 
£700 rising to £1000 p.a., in accordance with national award, 
from which will be made an appropriate deduction for full 
board-residence. 

Applications to the Secretary at the above Hospital. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the General Consultant Surgeon. The post is 
recognised for the F.R.C.S. examinations. 









and 


Applications, with copies of recent testimonials, to the 
Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 


PITAL. (360 Beds.) Applications are invited for the post of 
SENIOR HOUSE SURGEON to the Fracture and Orthopedic 
Department. The post is graded Senior House Officer and 
is now vacant. The Department has 2 Consultants, about 60 
Beds, and a large outpatients attendance and offers a wide 
experience. 

Applications, stating age, nationality, experience, and copies 
of 3 recent testimonials, to the Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) EAST ANGLIAN REGIONAL HOSPITAL BOARD. RADIO- 
LOGICAL REGISTRAR at the above Hospital. The department 
is the centre for Consultant Radiological Services for the 
Ipswich Hospital Group. Appointment for 1 year, renewable 
for second year. 

Applications, stating age, qualifications, and details of present 
and previous appointments, together with names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
12th October, 1953. Candidates invited to visit Hospital by 
direct arrangement with the Hospital Management Committee 
Secretary at the Hospital. rite 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) EAST ANGLIAN REGIONAL HOSPITAL BOARD. SENIOR 
MEDICAL REGISTRAR. Applicants should have had wide 
experience in general medicine and preference will be given 
to holders of a higher qualification. House available outside 
the Hospital. Appointment for 1 year in the first instance, 
subject to renewal thereafter on an annual basis. 

Applications, stating age, qualifications, details of previous 
and present appointments, together with names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
12th October, 1953. Candidates invited to visit the Hospital 
by direct arrangement with Hospital Management Committee 
Secretary at the Hospital. : “ 
1PSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the Fracture and Orthopedic Department. 
Approved pre-registration post. 

Applications, stating age, nationality, experience, and copies 
of recent testimonials, to the Hospital Secretary. 
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IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road, IPSWICH. (275 Beds.) Applications invited for the pre- 
registration post of HOUSE SURGEON to a General Surgeon. 
The post, which is recognised for the R.C.S. examinations is 
normally of 6 months duration, and is of House Officer grade. 

Applications, stating experience and with copies_of recent 
testimonials, to Hospital Secretary. 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (third post), resident, Department of Dermatology. 
Candidates with some experience of dermatology will beJgiven 
preference. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex. 
Closing date 6th October, 1953. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (first, second, or third post) required for generat 
medicine. Resident post. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex, by 
6th October, 1953. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. 


(1200 
Beds. ) 


NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 


REGISTRAR in Pathology (whole-time), resident or non- 
resident, required at above Hospital. General Laboratory and 
emergency duties with training in all branches. Previous 


laboratory experience desirable. 
by direct appointment. 
Application forms obtainable from, and returnable to, the 
Group Secretary, South West Middlesex Hospital Management 
—— West Middlesex Hospital, Isleworth, by 6th October, 
Fd. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (preferably second or third post) required for Specials 
Unit, comprising Plastic, Ophthalmic and E.N.T. Departments. 
Applications, stating age, nationality, qualifications with 
dates, and details of experience, together with copies of up to 
3 recent testimonials, to Group Secretary, Management Com- 
mittee, West Middlesex Hospital, Isleworth, Middlesex, by 
8th October, 1953. 
KENDAL. WESTMORLAND COUNTY HOSPITAL. 
(82 Beds.) RESIDENT SENIOR HOUSE OFFICER (surgical). 
The successful applicant will work with a Consultant Surgical 
Unit and attend at Consultative Clinics. The duties will involve 
a certain amount of work in the Orthopedic Department. 
The post is vacant now and normally tenable for 1 year. 
Applications, with pames of 2 referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 


KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified medical 
practitioners for the position of SENIOR HOUSE OFFICER 
(Orthopedic and Casualty Department), resident or non-resi- 
dent. The post becomes vacant Ist January, 1954, and is 
recognised for F.R.C.S. 

Applications by letter, stating age, qualifications and experi- 

ence, with copies of not more than 2 recent testimonials (or 
names of referees), should reach the Physician-Superintendent 
of the Hospital as soon as possible. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the post of SENIOR REGISTRAR in Psychiatry 
for duties at Stanley Royd Hospital, Wakefield (2000 beds) 
and associated clinics. Accommodation for a single person is 
available. It is anticipated that the successful candidate wilk 
undertake 2 clinical sessions (which may include research) 
in association with the Department of Psychiatry of the Uni- 
versity of Leeds. Candidates must hold the D.P.M. or equivalent 
qualifications. 

Applications, stating age, qualifications and details of present 

and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
9th October, 1953. 
LEEDS. UNITED LEEDS HOSPITALS. Applications 
are invited for the post of Locum RESIDENT ANASSTHETIC 
OFFICER at the General Infirmary at Leeds. The post, which 
is of Senior House Officer status, will be for the period 12th—31st 
October, 1953. 

Applications, stating age, qualifications and experience, to be 
forwarded to the undersigned immediately. 

8S. CLAYTON FRYERS, Secretary to the Board. 

General Infirmary, Leeds, 1. 

LEEDS. UNITED LEEDS HOSPITALS. Applications 
are invited for the post of RESIDENT AURAL OFFICER at 
the General Infirmary, Leeds. The post, which is of Senior 
House Officer status, will be for a period of 1 year in the first 
instance. 

Applications, stating age, sex, nationality, qualifications, and 
previous posts with dates, together with the names of 3 referees, 
to be forwarded to the undersigned not later than Wednesday, 
7th October, 1953. 

S. CLAYTON FRYERS, Secretary to the Board. 

General Infirmary, Leeds, 1. 

LEEDS. UNITED LEEDS HOSPITALS. Applications 
are invited for the post of RESIDENT SURGICAL OFFICER 
at the Maternity Hospital at Leeds, which will become vacant 
on Ist November next. The post is of Registrar status and will 
be for 1 year in the first instance. 

Applications, stating age, qualifications, previous posts with 
dates, together with the names of 3 referees, to be forwarded 
not later than 30th September, 1953, to the Sub-Dean, School 
of Medicine, Leeds, 1 


Candidates may visit Hospital 
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LEEDS. UNITED LEEDS HOSPITALS. Applications 
are invited for HOUSE OFFICER posts which will become 
vacant on Ist November, 1953, at the Hospital for Women 
and the Maternity Hospital at Leeds. The posts are recognised 
for Pre-registration Service under the Medical Act, 1950. 

Applications, stating age, qualifications, and the names of 3 
referees, should be sent as soon as possible to the Secretary to 
the Board, General Infirmary, Leeds, 1 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions’for the following REGISTRAR posts :— 

Anesthetics 

(a) Hull A Group with additional duties at hospitals in the 
Hull B and East Riding Groups. (Non-resident. ) 

(o) York A and T ster Group. (Non-resident.) 
Orthopedic Surgery 

(a) The General Hospital, Batley, and other hospitals in the 
Dewsbury, Batley and Mirfield Group. (Resident.) 

(bo) Hull A, Hull B, and East Riding Groups. (Non-resident. ) 
This post will include some duties in the Casualty Department. 

Applications, stating age, qualifications, and details of present 

and previous appointments, with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not iater 
than 9th October, 1953. 
LINCOLN. COUNTY HOSPITAL. (Recognised for 
training for F.R.C.S.) SHEYFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT REGISTRAR (orthopedics) required. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 12th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LINCOLN. COUNTY HOSPITAL. (200 Beds.) Lincoin 
NO. 1 HOSPITAL MANAGEMENT COMMITTEE, Applications are 
invited for the post of RESIDENT SENIOR HOUSE OFFICER 
(surgery). The post is recognised for F.R.C.S. Terms and 
conditions of service in accordance with those published for 
hospital medical and dental staffs. 

Applications, together with copies of 3 recent testimonials, 
should be forwarded to the unde tee d as soon as possible. 

R. W. Howick, Group Secretary. 
LIVERPOOL. THE UNITED. LIVERPOOL HOSPITALS. 
Applications are invited for the following posts for the period 
to 28th February, 1954 : 
Royal Southern Hospital 
Cc —_ ALTY OFFICER (House Officer grade) 
vid Lewis Northern Hospital 
ORTHOP: EDIC HOUSE SURGEON.* 
Royal Liverpool Children’s Hospital 

HOUSE SURGEON. 

ORTHOPAEDIC HOUSE SURGEON. 

CASUALTY OFFICER (House Officer grade). 

The post marked * includes some casualty work as part of 
the normal duties. 

Apply as soon as possible with full details to the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post as REGISTRAR in Psychiatry 
for the period Ist October, 1953 (or as soon thereafter as possible ), 
to 30th September, 1954. Annual reappointment thereafter 
until completion of the normal period of training will be 
considered without need for further application. 

Apply as soon as possible on forms obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
8T. PAUL’S EYE HOSPITAL. Applications are invited for a post 
of SENIOR HOUSE OFFICER in Ophthalmology for the 
period Ist October, 1953 (or as soon thereafter as possible), to 
30th September, 1954. 

Apply as_ soon as possible on forms obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post of SENIOR HOUSE 
OFFICER in Orthopedics for the period Ist October, 1953 
(or as soon thereafter as possible) to 30th September, 1954. 

Apply as soon as possible on forms obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 

LOUTH COUNTY INFIRMARY. (200 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. 

Locum SENIOR HOUSE yt st ER (medical). 

Locum SENIOR HOUSE OFFICER (surgical). 

—_ taal HOUSE OFFICER (obstetrics and gynieco- 

ogy 

Required immediately. Salary £13 per week, less £150 p.a. 
in respect of residential emoluments. 

Applications, with names of 2 referees, to Hospital Secretary, 

County Infirmary, Louth, Lincs. 
LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
(Recognised training hospital for F.R.C.S.) Applications are 
invited for the resident post of SENIOR HOUSE OFFICER 
(surgical) now vacant. Salary £670 p.a., less £150 for residential 
emoluments. 

Applications, giving full particulars, with names of 2 
should be addressed to the Hospital Secretary. 


LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
GRIMSBY HOSPITALS MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER 
(obstetrics, gynsecology, and some other duties) which will 
become vacant at this General Hospital in October. The 
national scale of salary applies and a deduction of £150 p.a. 
will be made for residential emoluments. 

Applications, giving all details, together with the names of 
2 referees, should be addressed to the Hospital Secretary. 





referees, 





LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
GRIMSBY HOSPITALS MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER (medical), 
which will become vacant on 2nd October at this General 
Hospital. The national scale of salary applies and a deduction 
of £150 p.a. will be made for residential emoluments. 

Applications, giving all details, together with the names of 
2 referees, should be addressed to the Hospital Secretary. 
LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
Applications are invited for the post of RESIDENT HOUSE 
SURGEON now vacant. The post is recognised for the F.R.C.S. 
examination and Pre-registration Service. 

Applications, giving full details, together with the names of 
2 referees, should be addressed to the Hospital Secretary. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Beds. 
Applications are invited for the post of HOUSE PHYSICIAN. 
Recognised as pre-registration post. Vacant 4th October, 1953. 
The appointment will be for 6 months in the first instance. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 3 recent testimonials, should 
be sent to the Secretary not later than 29th September, 1953. 
LUTON AND DUNSTABLE HOSPITAL. (250 Beds.) 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANAESTHETIC REGISTRAR (whole-time) resident, required 
at above Hospital, and associated units (134 Beds). Post vacant 
2nd November, 53, and recognised for D.A. Hospital may 
be visited by direct appointment. 

Application forms obtainable from, and _ returnable to, 
Secretary, Luton and Hitchin Group Hospital Management 
Committee, St. Mary’s* Hospital, Luton, Beds, by 10th October, 
1953. 

LYMINGTON HOSPITAL, Lymington, Hants. (107 
Beds.) RESIDENT SENIOR HOUSE OFFICER (medical) 
required immediately. 

Applications with copies of testimonials, to be submitted as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
MAIDSTONE (near), LENHAM SANATORIUM. (172 
Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER at Lenham Sanatorium, near Maidstone. The 
Sanatorium has 172 Beds for the treatment of pulmonary 
tuberculosis. Salary £670 a year, with a deduction of £150 a 
year for residential emoluments. Appointment for 12 months. 

Applications to Physician-Superintendent, Lenham Sana- 

torium, near Maidstone. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID KENT HOSPITAL MANAGE- 
MENT COMMITTER. Applications are invited for the appoint- 
ment of SENIOR HOUSE SURGEON in the E.N.T. Depart- 
ment of the above hospital. There are 55 E.N.T. Beds and 
6 specialist operating sessions each week. Valuable experience 
is available and the post is recognised for the purposes of the 
F.R.C.S. and the D.L.O. Salary will be £670 a year less £150 
a year for residential emoluments. 

Applications immediately to the Administrative Office, 

— County Ophthalmic and Aural Hospital, Maidstone, 
Kent. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of SENIOR 
HOUSE SURGEON. Post recognisable for the F.R.C.S.(Eng.). 
Salary £670 a year, with deduction of £150 a year for residential 
emoluments. 

Applications to the Administrative Officer at the Hospital 

as soon as possible. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the following whole-time posts in the 
Ashton, Hyde and Glossop group and Oldham Group of 
Hospitals :— 

(i) REGISTRAR in Radiology- (resident or non-resident). 

(ii) REGISTRAR in Chest Diseases. This post offers experi- 

ence in both outpatient clinics and pulmonary hospitals. 

Application forms are obtainable from, and returnable to, 
the Group Secretary, Ashton, Hyde and Glossop Hospital 
Management Committee, Astley-road, Stalybridge, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in the 
Board’s Non-tuberculous Thoracic Surgery Unit of 48 Beds 
at Park Hospital, Davyhulme. 1-year appointment, renewable. 
Post now vacant. 

Application forms from the Secretary, West Manchester 

Hospital Management Committee, Park Hospital, Davyhulme, 
Urmston. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of REGISTRAR in Orthopeedics, 
which is joint between the Rochdale and District and Bury 
and Rossendale Hospital Management Committees. This post 
is recognised under the F.R.C.S. regulations. 

Applications, together with the names of 2 referees, should be 

made to the Group Secretary, Bury General Hospital, Bury, 
Lancs. 
MANCHESTER REGIONAL HOSPITAL BOARD. Bury 
AND ROSSENDALE HOSPITAL MANAGEMENT COMMITTEE. REGIS- 
TRAR in Anesthetics. Recognised for 6 months under the D.A. 
regulations. 

Apply, giving names of 2 referees, to the Group Secretary, 

Bury General Hospital, Bury, Lancs. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of REGISTRAR (resident or non- 
resident) in E.N.T. Surgery to the Wigan and Leigh Group of 
hospitals, with main duties at the Royal Albert Edward 
Infirmary. Wigan. 

Application should be made immediately to the Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House. Wigan, together with the names of 2 referees. 
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MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of Whole-time REGISTRAR in 
Diagnostic Radiology to the West Manchester Hospital Manage- 


ment Committee. Primarily for duty at Park Hospital, Davy- 
hulme, but with duties at other Group Hospitals. Resident 
or non-resident, post vacant 3lst December, 1953. 12 mopths 


appointment subject to renewal. 

Forms from Secretary, Park Hospital, Davyhulme. 
MANCHESTER REGIONAL HOSPITAL BOARD 
REGISTRAR in Anresthetics to the Bolton and District Group 
of hospitals, with main duties at Bolton Royal Infirmary and 


Bolton District General Hospital. Vacant Ist October, 1953, 
and recognised for the D.A 
Applications, stating age, nationality, qualifications, experi- 


ence, and the names of 2 referees, should be sent immediately 
to the undersigned . the Royal Infirmary, Bolton. 
P. TRAVIS, Group Secretary 
Bolton and District Hospital Manageme nt % ‘Yommittee. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for post of RESIDENT SURGICAL REGISTRAR 
to Macclesfield District Group hospitals, main duties Infirmary 


Branch, Macclesfield Hospital. Hospital recognised for F.R.C.S. 
regulations. A 
Apply immediately to Group Secretary, ‘“‘ Willerby House,” 


Cum berland-street, 
testimonials. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for a post of REGISTRAR (resident or non- 
resident) in General Medicine to the Barrow and Furness Group 
of hospitals, with main duties at North Lonsdale Hospital and 
Devonshire Road Infectious Diseases Hospital. 

Applications to Group Secretary, Barrow and Furness Hospital 
Management Committee, 52, Paradise-street, Barrow-in-Furness, 
not later than 15th October, 1953. 


MANCHESTER ROYAL EYE HOSPITAL. United Man- 
CHESTER HOSPITALS. Applications are invited for RESIDENT 
MKDICAL STAFF (Senior House Officer grading). Salary 
£670 p.a., less £130 p.a. for residential emoluments. 
Application forms may be obtained from the undersigned. 
H. R. Nortu. General Sunerintendent. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY'S HOSPITALS. Applications are invited from pro- 
visionally registered medical practitioners for 2 posts of HOUSE 
OFFICER in Obstetrics. Salary in accordance with national 
seale. The appointments are for 6 months from Ist January, 
1954. 
Application forms may be obtained from the undersigned and 
returned not later than 17th October, 1953. 
A. R. Wisk, General Superintendent. 
Saint Mary’s Hospitals, W hitworth Park, Manchester. 


MANCHESTER. WEST MANCHESTER HOSPITAL 


Macclesfield, enclosing copies of 2 recent 


MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
iGoneras Hospital—426 Beds.) 
INI _ HOUSE OFFICER (general surgery). Post 


now VAC an 
1 SE NIOR HOUSE OFFICER (non-tuberculous thoracic 
surgery) for Manchester Regional Hospital Board Centre. 
Post vacant mid-October, 1953. 
1 HOUSE OFFICER (E.N.T. 
Post now vacant. 
General surgery posts recognised for F.R.C.S. examination. 
Forms from Secretary. 
MANCHESTER, 8. CRUMPSALL HOSPITAL. (General 
Hospital—1225 Beds. ) Applications are invited for the appoint- 
ment of HOUSE OFFICER (obstetrics) vacant shortly. 
Applications, stating age, nationality, present and previous 
appointments with dates, along with names and addresses of 
2 referees, to be sent to the undersigned immediately. 
My, 2% + SON, Group Secretary. 
Crumpsall Hospital, Manchester, 8. 


MANCHESTER (near). ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE. (130 Beds.) Applications are invited 
for the post of SENIOR HOUSE OFFICER (surgical) to 
commence as soon as possible. This appointment, in a busy 
General Hospital staffed by Manchester Consultants, affords 
excellent experience to suitably qualified candidates, Oppor- 
tunity will be given to assist in the major surgical work of the 
Hospital. Post recognised under F.R.C.S. regulations. 

Applications to the Group Secretary, North and Mid-Cheshire 
Hospital Management Committee, The Hospital, Sinderland- 
road, Altrinchain, Cheshire. 


MIDDLESBROUGH. WEST LANE ISOLATION HOS- 
PITAL. (224 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER. Salary £670 p.a., conditions of 
service being in accordance with the Ministry of Health regula- 
tions. The post offers facilities for experience in all branches of 
infectious diseases, pulmonary tuberculosis, and acute peediatrics. 

Anolisvtions, with copies of 2 recent testimonials, should be 
forwarded to the Physician-Superintendent, West Lane Hospital, 
Middlesbrough, as early as possible. 

L. BRITTAIN, Secretary, 
Cleveland Hospital Management Committee. 

7th September, 1953. 
MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
(207 Beds.) MANSFIELD HOSPITAL MANAGEMENT COMMITTER. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER in Anesthetics (resident). The post is recognised 
for the D.A. Appointment will be for 1 year. Salary £670 p.a., 
with a deduction of £135 in respect of residential emoluments. 

Applications. stating age, qualifications and experience, 
together with copies of 2 testimonials, should be forwarded to 
the undersigned immediately. 

A. ASHWORTH, Group Secretary, 
Mansfield Hospital Management Committee, 
Oak Bank, Crow Hill-drive, Mansfield. 
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MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
(207 Beds.) MANSFIELD HOSPITAL MANAGEMENT COMMITTER. 
Applications are invited for the post of HOUSE SURGEON 
(pre-registration or Senior House Officer post). Post recognised 
for F.R.C.S. examinations. 

Applic: ations, stating age and 
copies of 2 recent testimonials, 
Secretary, “Mansfield 
Hill-drive, Mansfield. 
MANSFIELD. RANSOM SANATORIUWI. wNottingnam 
NO. 5 HOSPITAL MANAGEMENT COMMITTEE, Applications are 
invited for the resident post of SENIOR HOUSE OFFICER 
with effect from Ist November, 1953. The Sanatorium contains 
185 Beds for the treatment of pulmonaf™ tuberculosis in men, 
women, and children, including a modern Thoracic Surgery 
Unit. Salary £670 p.a., less £150 for full residential emoluments, 
which include a comfortable flat. 

Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent testimonials, to be sent to the Group 
Secretary, Harlow W ood Hospital, near Mansfield. 

NEATH GENERAL HOSPITAL, Neath. (412 Beds.) 
MID GLAMORGAN HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(general surgery). This Hospital is recognised for the F.R.C.S., 
D.C.H., D.A., M.R.C.0O.G., approved by the General Medicat 
Council under Section 2 of the Medical Act, 1950, and has a 
panel of distinguished full-time and visiting Consultants. 

Applications, naming 2 referees, to be addressed to the Group 

Secretary of the Committee, 8, Wind-street, Neath. 
NEWARK GENERAL HOSPITAL. Nottingham No. 1 
HOSPITAL MANAGEMENT COMMITTEE. Whole-time RESIDENT 
MEDICAL OFFICER with general duties required at Senior 
House Officer rate of salary. This post offers excellent experi- 
ence to anyone preparing to enter general practice. The Hospital 
has a busy Outpatient Department. Appointment for 1 year in 
first instance. 

Apply to Secretary, General Hospital, Nottingham, giving age, 
nationality, qualifications and present and previous appointments 
and names of 3 referees. 

NEWPORT, I.W. ST. MARY’S HOSPITAL. 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER in Surgery. Salary £670 p.a. 
Applications are invited from registered medical practitioners. 

HOUSE SURGEON. Post approved for Pre-registration 
Service. National salary scale and conditions. Vacant now. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of 2 referees, to be sent as 
soon as possible to Group Secretary, Hospital Management 
Committee Headquarters. Clatterford House. Carisbrooke, I.W. 
NEWTON ABBOT HOSPITAL. (General Section —35 
Beds.) RESIDENT HOUSE SURGEON (Male or Female) 
required for Ist October, 1953. Married quarters available. 

Applications, stating qualifications, nationality, age, with copy 
testimonials, to be sent to the Group Secretary, Torquay District 
Hospital Management Committee, 62/64, East-street, Newton 
Abbot, S. Devon. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Darling- 
TON HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR AN 4s- 
TILETIST (whole-time), resident or non-resident, at Darlington 
Memorial Hospital, which is recognised for the D.A. examination. 
Salary £775-—£890 p.a. Appointment up to 3lst August, 1954, 
in the first instance, and may be renewed for a further period. 

Applications, together with names and addresses of referees 
(preferably). or testimonials, to a total of 3. to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
REGISTRAR PSYCHIATRISTS  (whole-time), resident, 
required in the Board’s Mental Hospitals. Salary £16 per week. 

Applications, together with names and addresses of referees 

(preferably), or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘‘ Blythswood South,’’ Osborne-road, 
Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Cherry 
KNOWLE HOSPITAL, RYHOPE, near SUNDERLAND. SENIOR 
REGISTRAR PSYCHIATRIST (whole-time), resident, for 
approximately 1 year. Salary £1000-—£1300 p.a. Hospital has 
816 Beds, including a modern Admission Unit of 58 Beds. a 
modern and fully equipped Sick Hospital of 81 Beds, 2 modern 
Convalescent Villas and 2 modern Parole Villas. Hospital 
approved for purposes of Section 20 of the Lunacy Act, 1890. 
Medical staff hold outpatient clinics at the Sunderland Royal 
Infirmary and South Shields General Hospital. 

Applications, together with names and addresses of referees 

(preferably). or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘“‘ Blythswood South,” Osborne-road, 
Newcastle unon Tyne. 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Royal 
INFIRMARY, SUNDERLAND. (300 Beds.) SURGICAL REGIS- 
TRAR to act as Resident Surgical Officer. Salary £775—£€890. 
The post is recognised for the F.R.C.S. examination, and will 
be tenable up to 3lst August, 1954, in the first instance. Single 
accommodation available. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,” 
Osborne-road, Newcastle unon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. 
DERLAND HOSPITAL MANAGEMENT COMMITTER. 
AND SOUTHWICK HOSPITAL. (120 Beds.) 
PA DIC SURGEON, whole-time Locum Teness appointment 
for 4 months. Salary £16 per week. 

Applications to be sent immediately to the Senior Adminis- 
trative Medical Officer, ** Blythswood South,’’ Osborne-road, 
Newcastle upon Tyne, 2, together with names and addresses of 
referees (preferably) or testimonials to a total of 3. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. Sunder- 


LAND AREA HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR 
PATHOLOGIST (whole-time), resident or non-resident. Salary 
£775-£890 p.a. Appointment up to 3ist August, 1954, in the 
first instance. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ** Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Tees- 
SIDE HOSPITAL MANAGEMENT COMMITTEE GROUP. REGISTRAR 
ORTHOPADIC SURGEON (whole-time) required up to 31st 
August, 1954, in the first instance. Main duties at Middlesbrough 
General Hospital ; other duties at hospitals in the Group. Single 
accommodation may be arranged. Salary scale £775—£890. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,”’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. South 
SHIELDS HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR 
GENERAL SURGEON (whole-time) required for duties at 
the South Shields General Hospital (625 Beds). Salary scale 
£775-£890. Married or single accommodation available. 
Appointment up to 3lst August, 1954, in the first instance, 
= many be renewed for a further year. Post recognised for 

%.C, 


eo ations, together with names and addresses of referees 
(preferably ), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,’’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. South 
WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE. REGIS- 
TRAR CHEST PHYSICIAN (whole-time) required at Holywood 
Hall Hospital, Wolsingham. Appointment up to 3lst August, 
1954, in the first instance, and may be renewed for a further 
period. Accommodation for married man available. Salary 
scale £775-£890. Post offers experience in diagnosis and treat- 
ment of pulmonary tuberculosis, and in major thoracic surgery. 
There is a training scheme for registrar chest physicians in the 
region. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood sSouth,”’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Hexham 
HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR PHYSICIAN 
(whole-time ), resident. Single ace ommodation available, married 
accommodation may be arranged. Salary £775-£890  p.a. 
Appointmert up to 31st August, 1954, in first instance, and may 
be renewed for a further period. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, *‘ Blythswood South,’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE GENERAL HOSPITAL. (860 Beds.) REGISTRAR OBSTET- 
RICIAN AND GYNASCOLOGIST (whole-time), required up 
to 31st August, 1954, in the first instance, and may be fenewed 
for a further year. This is a combined appointment between 
Hexham (Dilston Hall Maternity Home—55 Beds) and New- 
castle (100 obstetrical and gynecological beds) with probably 
at least 6 months in each area. The General Hospital is a 
Teaching Unit. Single accommodation might be available in 
Newcastle. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, “‘ Blythswood South,’”’ 
Osborne-road, Newcast le upon Tyne, 2, within 14 days. 
NORTHAMPTON GENERAL HOSPITAL. (485 Beds.) 
Applications invited for following posts, vacant Ist October, 
1953 :— 

Department of Anesthetics, HOUSE OFFICER. Recognised 
for D.A. and for pre-registration. 

General Surgery, HOUSE OFFICERS (2). 
F.R.C.S. and for pre-registration. 

Fracture and Orthopedic Department, HOUSE OFFICER. 
Recognised for F.R.C.S. and for pre-registration. 

Casualty Department, SENIOR HOUSE OFFICER, to 
work in yy with House Officer, Casualty Department. 
Recognised for F. 8. 

Casualty De partment, HOUSE OFFICER, to work in con- 
junction with Senior House Officer, Casualty Department. 

All 6-month appointments in’ first instance. Deduction 
£100 a year residential emoluments. 

Applications, enclosing copies of 3 testimonials, as soon as 
possible to S. G. HILL, Superintendent. ; 
NUNEATON. MANOR HOSPITAL. (139 Beds.) House 
SURGEON required for general surgical duties including E.N.T. 
and ophthalmic work. Recognised for F.R.C.S. and pre- 
registration. 

‘ Applications to the Hospital Secretary. 

NUNEATON. MANOR HOSPITAL. (139 Beds.) Applica- 
tions are invited for the post of HOUSE PHYSICIAN (32 
general medical beds), vacant now. Pre-registration post. 

Applications to the Hospital Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
ORTHOP-EDICAND FRACTU RESENIOR HOUSE OFFICER. 
The post offers exceptional experience in traumatic and ortho- 
peedic surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with Ministry regulations. 
If resident £150 deducted for emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, Secretary. 


Recognised for 


NOTTINGHAM GENERAL HOSPITAL. Resident House 
SURGEON required (Male or Female) for the above Hospital. 
Duties to commence as soon as possible. Salary and conditions 
of service in accordance with published regulations. If held by 
R practitioner the appointment will be for a period of 6 months. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be sent to 

HENRY M. STANLEY, Group Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered medical practitioners for the post of ORTHO- 
PHDIC AND FRACTURE REGISTRAR. The post offers 
exceptional experience in traumatic surgery. Duties to commence 
as soon as possible. Salary and conditions of service in accord- 
ance with Ministry regulations. If resident, £150 p.a. deducted 
for emoluments. 

Applications, stating age, qualifications, nationality, present 

and previous appointments with dates, together with names and 
addresses of 3 referees to be sent to Secretary, Sheffield Regional 
Hospital Board, Old Fulwood-road, Sheffield, by 5th October, 
1953. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. SENIOR SURGICAL REGISTRAR (transitional) 
required at Canadian Red Cross Memorial Hospital, Taplow 
(232 Beds plus 100 Beds for research into juvenile rheumatism), 
and Upton Hospital, Slough (213 Beds). The main duties will 
be at Upton Hospital. Whole-time. Applicants must be in their 
fourth or subsequent years as Senior Registrars in the specialty 
or have occupied such a post for 3 or more years provided the 
post was not vacated before 6th November, 1950. Appoint- 
ment for 1 year with a possible extension for a further year. 
Hospitals may be visited by direct appointment. 

Application forms obtainable from and returnable to Group 

Secretary, Windsor Group Hospital Management Committee, 
Kipling Memorial Building, Alma-road, Windsor, by 5th 
October. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL AND RADIUM INSTITUTE. NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. MEDICAL REGISTRAR (resident) 
required at above Hospital, which may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, the 
Secretary, Harefield and Northwood og Hospital Manage- 
ment Committee, Mount Vernon Hospital, Northwood, Middle- 
sex, by 6th October, 1953. 

OLDHAM ROYAL INFIRMARY. (190 Beds.) Recognised 
for F.R.C.S. and D.L.O HOUSE OFFICER (E.N.T. and 
ophthalmology ). 

Applications, with full particulars, to be forwarded to the 
Group Secretary, Oldham and District Hospital Management 
Committee, Central Offices, Rochdale-road, Oldham. Please 
quote Ref. No. B/154 
PERTH. COUNTY AND CITY OF PERTH GENERAL 
HOSPITALS. Applications are invited for the following posts : 

HOUSE SURGEON (general surgery), Bridge of Earn 

Hospital. 
HOUSE SURGEON (Casualty Department), Perth Royal 
Infirmary. 

Applications should be sent to the Medical Superintendent, 

Perth Royal Infirmary, Perth. 
PETERBOROUGH. MEMORIAL HOSPITAL. Peter- 
BOROUGH AND STAMFORD HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the position of SENIOR HOUSE 
OFFICER (orthopeedic), vacant now. Salary £670 p.a. Excep- 
tional experience offered in busy department. 

Apply to the Secretary, Memorial Hospital, Peterborough. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointments of : 

(1) SENIOR HOUSE OFFICER in Surgery, Devonport 
Section, recognised for the Fellowship of the Royal College of 
Surgeons, vacant 8th December, 1953. 

(2) HOUSE * sbateatien Devonport Section, vacant Ist 
December, 195: 

(3) SENIOR “HOUSE OFFICER in Casualty and Fracture 
Department, Gree eo Road Section, vacant immediately. 

(4) RESIDENT DENTAL HOUSE SURGEON, Greenbank 
Road Section, Sanead 2ist November, 1953, recognised by the 

toyal College of Surgeons as fulfilling the requirements of 
candidates for the Fellowship of Dental Surgery. 

(5) HOUSE SURGEONS, Greenbank Road Section, vacancies 
immediately, 17th and 20th October, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. 

(6) RESIDENT ANASSTHETIST, Greenbank Road Section, 
vacant immediately, recognised for the D.A. 

(7) SENIOR HOUSE OFFICER to ( ‘asualty and Traumatic 
Department, Freedom Fields Section, vacant immediately. 

(8) HOUSE PHYSICIAN, Freedom Fields Section, vacant 
Ist January, 1954. 

(9) HOUSE SURGEON in Obstetrics and Gynecology, 
South Devon and East Cornwall Hospital, Plymouth, vacant 
14th November, 1953, recognised for the Membership of the 
Royal College of Obstetricians and Gyneecologists. 

Applications, stating age, nationality, qualifications, and 
experience, with the names of 3 referees, to be sent to the 
undersigned as soon as possible. 

ARTHUR R. CASH, Group Secretary. 

7, Nelson-gardens, Stoke, Devonport. 

PENZANCE. WEST CORNWALL HOSPITAL. (100 

general beds.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 

MITTEE. Applications are invited from pre-registration graduates 

or ee medical practitioners for the post of HOUSE 

SURGEON 

Applications, stating age, nationality, qualifications, and 
experience, and enclosing copies of 2 recent testimonials, should 
be forwarded to the Hospital Secretary, West Cornwall Hospital, 
Penzance. 
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PENZANCE. WEST CORNWALL HOSPITAL. 
3 Residents.) WkrST CORNWALL 
MITTEE. SENIOR HOUSE 


(100 Beds 
HOSPITAL MANAGEMENT COM- 
OFFICER (surgical) required. Post 
vacant now. Good and varied experience in diagnosis, treatment 
and operative procedure. 

Applications, stating age, experience and nationality, 
Hospital Secretary, West Cornwall Hospital, Penzance. 
PONTEFRACT GENERAL INFIRMARY. Resident 
CASUALTY OFFICER required. Graded as Senior House 
Officer. Salary £670, less £130 for emoluments. Recognised for 
Fellowship. 

Applications to the Secretary, Pontefract 

Hospital Management Committee, Gt. 
row, Pontefract. 
PONTEFRACT AND CASTLEFORD HOSPITAL MAN- 
AGEMENT COMMITTEE. SENIOR HOUSE OFFICER (pediatrics ) 
required for duties at Pontefract and Wakefield. Post recognised 
for Diploma in Child Health, and provides good experience for 
those going into general practice. Residence optional, but 
required to live in Wakefield area. Salary £670, less £130 if 
resident. Vacant now. 

Applications to Hospital Management Committee Secretary, 
Gt. Northern House, Salter-row, Pontefract, Yorkshire. 
PONTYPOOL AND DISTRICT HOSPITAL, Pontypool, 
MON. (115 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
(surgical). This is the senior resident post. 2 House Surgeons 


to the 


and Castleford 
Northern House, Salter- 


and a House Physician also resident. Salary £700—-£50-£1000, 
less £150 board-residence. 

Write, quoting 2 referees, to T. A. Jones. 

64, Cardiff-road, Newport, Mon. 


POOLE GENERAL HOSPITAL. 
EAST DORSET HOSPITAL 


Bournemouth and 
MANAGEMENT COMMITTEE. RESIDENT 
ANASTHETIST (Senior House Officer) required Ist October, 
1953. Hospital recognised for the D.A. and F.F.A. R.C.S. 
Applications to the Hospital Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. INFECTIOUS DISEASES HOSPITAL. (310 Beds.) 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER, whose work will comprise duties in both 
infectious diseases and tuberculosis wards. 
Applications, stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as possible to 
35, Grove -road South, Southsea. E. Hurst. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of NON- 
RESIDENT SENIOR REGISTRAR in Obstetrics and Gynzeco- 
logy, with duties in the Portsmouth Group of hospitals. Candi- 
dates must hold M.R.C.0.G. The Group includes posts recognised 
for the M.R.C.O.G. (gynecology and obstetrics). 

Forms of application may be obtained from the Secretary, 
Portsmouth Group Hospital Management Committee, 35, 
Grove-road South, Southsea, which should be returned to him, 
duly completed, on or before 9th October, 1953. Canvassing 
will disqualify. Candidates may visit the above hospitals by 
arrangement with the Secretary of the Group. 

PRESTWICH (MENTAL) HOSPITAL. 
MEDICA OFFICER (Locum Tenens) 
Hospital. Salary £16 per week. 
available. 

Applications, giving details of experience, and availability, 
should be sent to the Medical Superintendent immediately. 
RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 

SE 


Junior Hospital 
required at above 
Single accommodation 





(Surgical Department) and 2 HOUSE SURGEONS (pre- 
registration posts) required at Caerphilly District Hospital, 6 
miles from Cardiff, 144 Beds for acute general surgery, ortho- 


peedics, E.N.T., ophthalmology, 
general medicine ; busy 
Departments staffed by 


gynecology ; 26 
Outpatient, Casualty and 
full-time and _ visiting Consultants. 
Married quarters available. Senior House Officer post tenable 
12 months; salary £670, less agreed deduction for full resi- 
dential emoluments. House Officer posts tenable 6 months ; 
salary £400, less agreed deductions for married quarters and 
emoluments at £100 p.a. for single residential emoluments. 
Apply with full particulars to the Group Secretary, Hospital 


Beds for 
Pathology 


Management Committee, St. Martin’s-road, Caerphilly, near 
Cardiff. 

READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited for the appointment, House 
Officer grade, of RESIDENT ASSISTANT PATHOLOGIST, 


vacant 16th October, for period 6 months. 
in pathology unnecessary. 
Applications, with full 
testimonials to Secretary. 
REDRUTH. CAMBORNE-REDRUTH HOSPITAL, West 
CORNWALL HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from pre-registration graduates or qualified medical 
practitioners for an appointment of HOUSE SURGEON to the 
Obstetric and Gynecological Departments, commencing on 
Ist October, 1953 This Hospital is recognised for the 


Previous experience 


particulars, and copies of recent 


M.R.C.O.G. in Obstetrics. 

Applications, stating age, experience, qualifications, and 
nationality, together with copies of 3 testimonials, should be 
submitted to the Hospital Secretary, Camborne-Redruth 
Hospital, Redruth. 

REDRUTH. CAMBORNE-REDRUTH HOSPITAL. (151 
Beds—4 Residents.) WEST CORNWALL HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (surgical) 
required for the above Hospital. Post now vacant. This is 
a general hospital with a great variety of cases. The post 


gives good experience in diagnosis, operative and postoperative 
treatment, and in actual operative procedure to the candidate. 

Applications, stating age, experience and nationality, together 
with references, to Hospital Secretary, Camborne-Redruth 
Hospital, Redruth, Cornwall. 
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REDHILL COUNTY HOSPITAL, Eariswood Common, 


REDHILL, SURREY. (576 Beds.) REDHILL GROUP HOSPITAL 
MANAGEMENT COMMITTEE. SASUALTY OFFICER (Senior 
House Officer). Newly created post, vacant October, tenable 


for 12 months. 

Apply to Group Secretary at above address. 

REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL, SURREY. (576 Beds.) REDHILL GROUP . HOSPITAL 
MANAGEMENT COMMITTEE. RESIDENT SENIOR HOUSE 
OFFICER (anesthetics). To commence duty Ist November. 
Appointment recognised for D.A. Salary £670 p.a., less £130 
fi r residence, &e, 

Apply to Group Secretary at above address. 

ROMFORD, ESSEX. OLOCHURCH HOSPITAL. (722 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of SENIOR HOUSE OFFICER in Pathology 
in this large General Hospital containing well-equipped laboratory 
where excellent opportunities exist for gaining extensive 
experience. 

Applications, stating age, nationality, 
dates, and experience, together 
monials or names of referees, should be sent immediately to the 
Group Secretary, Romford Group Hospital Management Com- 
mittee, Oldechureh Hospital. Romford. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) Applications are invited from either pre-registration 
applicants or registered medical practitioners for the post of 
HOUSE OFFICER (resident) in the Obstetric and Gyneco- 
logical Unit consisting of 88 obstetric beds and 52 gynecological 


qualifications with 
with copies of 2 recent testi- 


beds. Post is recognised for D.Obst.R.C.O.G. and M.R.C.O.G,. 
Applications, stating age, nationality, qualifications with 
dates, present appointment, and experience, and 2 recent testi- 


monials or names of 2 referees, should be forwarded immediately 
to the Secretary, Romford Group Hospital Management Com- 
mittee, Oldechurch Hospital, Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. Applica- 
tions are invited from registered medical practitioners for the 
post, now vacant, of SENIOR HOUSE OFFICER (resident) 
for duties in the Casualty and Admissions Department at the 
above Hospital. This is a large general hospital, with specialised 
departments dealing with all types of acute medical and 
surgical cases. The post affords good opportunity for gaining 
tuition and experience. 

Applications should be addressed immediately to the Secretary 
of the Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford, stating age, nationality, 


qualifications, experience, and 2 testimonials of recent date 
or names of 2 referees. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 


Beds.) Applications are invited from registered medical prac- 
titioners for the post of SENIOR HOUSE OFFICER in the 
Department of Ophthalmology. 

Applications, stating age, qualifications, present appointment 

and experience with dates, together with copies of 2 testimonials 
of recent date or names of 2 referees, should be sent immediately 
to the Group Secretary. Romford Group Hospital Management 
Committee, Oldechurch Hespital, Romford. 
ROTHERHAM. MOORGATE GENERAL HOSPITAL. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
SURGICAL REGISTRAR required. Appointment for 1 year 
in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 12th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

RUGBY. HOSPITAL OF ST. CROSS. House Physician 
required 21st October for acute Medical Unit (36 adult beds) 
and Children’s Ward (10 pediatric beds). 

Applications, with copy testimonials, to Hospital Secretary. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. PSYCHIATRY—PERTHSHIRE MENTAL HOSPITALS. Applica- 
tions are invited for appointments as REGISTRAR (preferably 
resident) at the Perthshire Mental Hospitals, Murray Royal, 
Perth (225 Beds), and Murthly Hospital, Perthshire (448 Beds). 
Salary and conditions of service in accordance with national 
agreement. 


Forms of application and further particulars may be had 
from the Secretary, Eastern Regional Hospital Board, ‘‘ Break- 
nowe,”’ 430, Blackness-road, Dundee, with whom aciamctaeaes 


must be lodged not later than 10th October, 1953 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (Recognised training hospital for D.A.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT or NON- 
RESIDENT REGISTRAR (anesthetics) required. Appointment 
for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 12th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
RESIDENT or NON-RESIDENT REGISTRAR (orthopedics, 
general surgery, gynecology) required. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 12th October, 1953, giving 
age, nationality, qualifications, present and previous appoint- 
ments with dates, naming 3 referees. 

SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of SURGICAL REGIS- 
TRAR. Commencement date—Iist January, 1954 
Forms of application are available from the unde rsigned. 
V. OAKTON, Group Secretary, 
Worthing Group Hospital Management Committee. 
129, Brighton-road, Worthing. 
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SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for Final Fellowship examination.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
{thoracic surgery/general surgery) required. Large general 
hospital with Regional Department of Cardiology. Thoracic 
Surgical Unit deals with tuberculous and non-tuberculous 
cases. Previous surgical experience desirable. Appointment 
for 1 year in first instance in thoracic surgery and, if extended, 
second year will be spent in general surgery. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 12th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR REGISTRARS in Psychiatry required for 
Bracebridge Heath Hospital, near Lincoln, The Pastures Hos- 
pital, Mickleover, near Derby, and The Towers at Bracebridge 
Heath Hospital and the Towers Hospital ; accommodation 
for single or married person available at the Pastures Hospital. 
Appointments for 1 year in the first instance reviewable annually. 
Opportunity for research and experience in those special branches 
of psychiatry available in the Hospital area. 

Application forms and details of posts obtainable from Senior 

Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield. Forms to be returned 
by 12th October, 1953. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR SURGICAL REGISTRAR required for Leicester 
Royal Infirmary. Possession of higher surgical qualification 
desirable. Appointment for 1 year in first instance, reviewable 
annually. It has been agreed between Sheffield Regional Hos- 
pital Board and the Board of Governors of the United Sheffield 
Hospitals that the tenure of appointment will be divided between 
the Leicester Royal Infirmary and the Teaching Hospitals. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheffield Regional Hospital Board, Old Fulwood-road, Sheffield, 
10, to arrive not later than 12th October, 1953. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT or NON-RESIDENT SENIOR HOUSE 
OFFICER or REGISTRAR (if in possession of D.M.R., 
Part I) required for the Derby Radiotherapy Centre at the 
Derbyshire Royal Infirmary. Appointment for 1 year in 
= bo a oy 

ly to Secretary, Sheffield Regional Hospital Board, 
oi Falwees- road, Sheffield, by 5th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SIDCUP, KENT. QUEEN MARY’S HOSPITAL. Sidcup 
AND SWANLEY HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER (anesthetics) required to com- 
mence duty Ist October, 1953. Salary £670 p.a., less £150 
p.a. for residential emoluments. The post is recognised for 
the D.A. 

Applications, stating nationality, age, qualifications and 
experience, together with the names and addresses of 2 referees 
pe be sent to the Secretary. 

GH, BUCKS. UPTON HOSPITAL. Senior House 
OFFICER (casualty) required immediately. Salary on national 
scale 

Applications, stating age, and qualifications, together with 
testimonials, should be sent to the Hospital Secretary. 
SLOUGH. UPTON HOSPITAL. Locum Anesthetic 
REGISTRAR required 2nd October. 

Applications, together with details of experience, should be 

addressed to the Hospital Secretary. 
SLOUGH, BUCKS. UPTON HOSPITAL. House Surgeon 
required for post vacant Ist November. Preference will be 
given to persons seeking a pre-registration House Officer post 
under the Medical Act, 1950. Salary on national scale. 

Applications should be sent to the Hospital Secretary. 


SOUTHALL, MIDDLESEX. ST. BERNARD'S HOS- 
PITAL FOR NERVOUS AND MENTAL DISORDERS. Application is 
invited for the post of SENIOR HOUSE OFFICER. Facilities 
are afforded junior staff to become versed in all branches of 
psychiatry. National Health Service salary and conditions. 

Applications, giving full details and copies of 3 recent testi- 
monials, should be sent to the Physician-Superintendent within 
14 days of appearance of this advertisement. 


SOUTHEND-ON-SEA GENERAL HOSPITAL. Resident 
CASUALTY OFFICER (Senior House Officer grade). Post 
vacant Ist October, 1953, and recognised for the F.R.C.S. 
Applications, stating age, qualifications, and previous experi- 
ence, with copies of recent testimonials, should reach the 
undersigned at the Hospital as soon as — 
. FIELD, Secretary. 
SOUTHEND-ON-SEA HOEPITAL Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER (clinical pathology) for duties within the units 
comprising the above Hospital. Post tenable for 1 year and 
recognised for the Diploma in Pathology. Previous experience in 
pathology not essential but applicants must have good clinical 
experience. Salary £670 p.a., less appropriate deduction for board. 
Applications, with copies of at least 2 recent testimonials, 
should be sent to the undersigned as soon as possible. 
J.C. FIELD, Secretary. 
SOUTHPORT PROMENADE HOSPITAL. Senior House 
OFFICER (Surgeon), resident, mainly orthopedic and E.N.T. 
duties. Post vacant now. Post tenable for 12 months in first 
instance at £670 p.a., less £130 for emoluments. 
Apply, stating age, nationality, qualifications, and experience, 
together with copies of 2 recent testimonials, to— 
CROOK, Secretary, 
Southport and Distric t Hospital Management Committee. 
Promenade Hospital, Southport. 

















SOUTHPORT GENERAL INFIRMARY. Senior House 
OFFICER in Anesthetics (resident) required 5th November. 
Hospital recognised for D.A. Post tenable for 12 months in first 
instance at £670 p.a., less £130 for emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 2 recent testimonials, to be 
forwarded by 17th October, to 

T. CROOK, Secretary, 

Southport and District Hospital Management Committee. 
Promenade Hospital, Southport. 

SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from general registered 
practitioners (Male or Female) for the appointment of RESI- 
DENT HOUSE SURGEON in General Surgery. Vacant 
immediately, and tenable in the first instance for 6 months. 
Recognised for the F.R.C.S., and approved for pre-registration 
service. Salary and conditions of service in accordance with 
national scale. 

Applications with referenc eS, should be sent to— 

MALLETT, Group Secretary, 

Group 15 5 Hospital Management Committee. 
_Royal Salop Infirmary, Shrewsbury, 27th July, 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the appointment of ORTHOPAEDIC/ACCIDENT HOUSE 
SURGEON (Senior House Officer). The successful applicant 
will be allowed to attend for 2 days a month at The Robert 
Jones and Agnes Hunt Orthopedic Hospital, Oswestry, for 
postgraduate study with the Consultant. The post is recognised 
under the revised Fellowship regulations in respect of the 6 
months training required of candidates for the Final Fellowship 
examination. 

Applications, stating age, qualifications, nationality and 
experience, accompanied by copy testimonials, should be sent 
to— J. P. MALLETT, Group Secretary, 

Group 15 Hospital Manage ment Committee. 

Royal Salop Infirmary, Shrewsbury, 10th July, 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY. Shrews- 
BURY GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners (Male or 
Female) for the post of SENIOR HOUSE OFFICER or HOUSE 
OFFICER (pediatric), to take charge of the Royal Salop 
Infirmary Children’s Unit (70 Beds), under the Consultant 
Peediatrician. Vacant 12th October, 1953. The Unit consists 
of medical, surgical, and fever beds. 

Applications, stating age, qualifications, nationality and 
experience, accompanied by copy testimonials, should be sent 
to the Group Secretary, Shrewsbury Hospital Management 
Committee, Royal Salop Infirmary, Shrewsbury. 

22nd August, 1953. J. P. MALLETT, Group Secretary. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL, (500 Beds.) SHREWSBURY GROUP HOS- 
PITAL MANAGEME COMMITTEE. Applications are invited for the 
post of RESIDENT ANASSTHETIST (Senior House Officer 
grade). Post recognised under the conditions of the F.F.A.R.C.S 
examination, and vacant Ist October, 1953. 

Applications, stating age, nationality, qualifications, and 
previous experience, together with copies of recent testimonials, 
should be sent to the Group Secretary, Hospital Management 
Committee, Royal Salop Infirmary, Shrewsbury. 

P. MALLETT, Group Secretary. 

Royal Salop"Infirmary, Shrewsbury, 12th September, 1953. 
STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (anesthetics), Male or Female. 
Recognised for D.A. Post now vacant. Duties mainly at the 
General Infirmary, Stafford, which is the main and acute general 
hospital of the Group. 

Applications, with copies of 3 testimonials, to the Group 

Secretary, Stafford Hospital Management Committee, 13, Fore- 
gate-street, Stafford. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Pre- 
registration appointments. HOUSE OFFICER (obstetrics 
and gynecology) required. 2 posts vacant shortly. Recognised 
for M.R.C.0.G. and D.Obst.R.C.0.G. 

Detailed applications, with copy testimonials, to the Group 

Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent, as soon as possible. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
OFFICER (medical), pre-registration post. 

Applications, giving full details, together with copy testi- 

monials, to the Group Secretary, Hospital Management Com- 
mittee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE OFFICE r {orthopedic 8) required, vacant 
now. Post recognised for F.R. 

Applications, stating age and a together with details 
of previous service, to the Group Secretary, Stoke-on-Trent 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
OFFICER (gynecology and obstetrics), pre-registration post. 

Applications, giving full details, together with copy testi- 

monials, to the Group Secretary, Hospital Management Com- 
mittee, Princess-road, Stoke-on-Trent. 
SWINDON. VICTORIA HOSPITAL. Applications invited 
for vacant post of RESIDENT SENIOR HOUSE OFFICER 
(anesthetics) for the Swindon hospitals. Post is recognised 
for the D.A. Approved salary, conditions, &c. 














Apply Secretary, Swindon and District Hospital Manage- 
ment Committee, 7, Okus-road, Swindon. 
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ST. ALBANS CITY HOSPITAL. (382 Beds.) North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time 
ANASTHETIC REGISTRAR required at the above Hospital, 
which may be visited by direct appointment. 

Application forms obtainable from and returnable to, the 
Group Secretary, St. Albans City Hospital, Normandy-road, 
St. Albans, Herts, by 9th October, 1953. 

ST. ALBANS CITY HOSPITAL, St. Albans, Herts. 
(382 Beds.) Locum ANAESTHETICS REGISTRAR required 
immediately for an indefinite period at the above Hospital. 

Applications, stating age, qualifications and experience, 

together with the names of 2 referees, to be addressed to the 
Group Secretary, St. Albans City Hospitel, Normandy-road, 
St. Albans. 
ST. ALBANS (near). HARPERBURY HOSPITAL FOR 
MENTAL DEFECTIVES, Harper-lane, SHENLEY, near ST. ALBANS, 
HERTS. NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD, 
1 REGIST RAR required at above Hospital. Experience in 
psyc hiatry necessary and preference given to candidates possess- 
ing the D.P.M. or its first part. There are 1500 patients of all 
grades and ages in this modern hospital. Unfurnished house 
available for a married man and furnished accommodation 
for single man at a reasonable rental. Hospital may be visited 
by direct appointment. 

Application forms available from. and returnable to, Secretary, 

Cell Barnes and Harperbury Group Hospital Management 
Committee, Harperbury Hospital, St. Albans, Herts, by 6th 
October, 1953. 
ST. HELENS. ECCLESTON HALL HOSPITAL. (75 
Beds.) Applications are invited from suitably qualified registered 
medical practitioners for the post of SENIOR HOUSE OFFICER 
at the above Hospital. Salary in accordance with the terms and 
conditions of service for medical staff. The person appointed 
will work under the supervision of the Consultant Chest Physician 
for the Group. There are 75 Beds and the work comprises all 
types of tuberculosis. Good residential accommodation for a 
single person, male or female, is available. 

Applications to be forwarded to the undersigned immediately. 

N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot. 
SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 


MANAGEMENT COMMITTEE. Applications are invited from 
cogneeres medical practitioners for the post of Locum RESI- 
DENT ANASTHETIST (Junior Hospital Medical Officer 


grade). 

Applications, stating age, qualifications, 
should be addressed to the Group Secretary, Glantawe Hospital 
Management Committee, St. Helen’s-road, Swansea. 

O. C. HOWELLS, Group Secretary. 

SWANSEA. MORRISTON HOSPITAL. (450 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners, for the resident 
or non-resident appointment, which will become vacant on 
Ist November next, of SENIOR HOUSE OFFICER in the 
Department of Diseases of the Chest at the above Hospital. 
The Department consists of 82 Beds for diseases of the chest 
(63 beds for respiratory tuberculosis, 19 beds for non-tuberculous 
pulmonary cases). There are 4 weekly thoracic surgery opera- 
tion sessions. Close liaison within the Hospital with the General 
Medical Unit and other Special Departments affords excellent 
experience. 

Applications, stating age, qualifications and experience, 
should be addressed to the Medical Superintendent, Morriston 
Hospital, Swansea. 0. C. HOWELLS, Group Secretary. 
TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds. 
9 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the combined pre-registra- 
tion post of HOUSE SURGEON (E.N.T. ant. Ophthalmic 
Departments) and JUNIOR HOUSE PHYSICIAN, vacant 
4th November, 1953. 

Applications, stating age, qualifications and experience, 
copies of 2 recent testimonials, to the Hospital Secretary. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds. 9 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTER. Applications are invited for the 2 
posts of SENIOR RESIDENT HOUSE OFFICER to the 
Orthopedic and Traumatic Department. This is a large and 
busy centralised unit with 2 Consultants, 64 Beds, and Out- 
patient Departments also 45-Bed Rehabilitation Annexe which 
deal with the whole of the West Cornwall Area. The posts 
are now vacant, and are tenable for 1 year. 

Applications, stating age, nationality, qualifications and 
experience, and accompanied by copies of 2 recent testimonials, 
should be forwarded to the Hospital Secretary, Royal Cornwall 
Infirmary, Truro, without delay. 

TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds. 
9 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the newly created office of 
SENIOR HOUSE OFFICER (Pathological De partment). 

Applications, stating age, qualifications, and experience, 
enclosing copies of 2 recent testimonials, should be sent to the 
Hospital Secretary, Royal Cornwall Infirmary, Truro. 
TUNSTALL. BURSLEM, HAYWOOD AND TUNSTALL 
WAR MEMORIAL HOSPITAL. (96 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for HOUSE 
OFFICER (medical). 

Apply, with copy testimonials and details of previous appoint- 

ments held, to the Group Secretary, Stoke-on-Trent Hospital 
Management Committee, Princes- road, Stoke-on-Tre nt, as soon 
as possible. 
VENTNOR, ISLE OF WIGHT. ROYAL NATIONAL 
HOSPITAL FOR DISEASES OF THE CHEST. (249 Beds.) JUNIOR 
HOSPITAL MEDICAL OFFICER, resident, unmarried. Hos- 
pital has all facilities for major thoracic surgery. 

Applications, with names of 2 referees, should 


and experience, 


with 


and 


be sent to 


Physician-Superintendent. 
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WARRINGTON GENERAL HOSPITAL. (368 
Applications are invited for the post of HOUSE SURGEON 
(Male or Female) at the above Hospital. National Health 
Service terms and conditions. The staffing of the Surgic “all Unit 
consists of a Senior Registrar, Senior House Officer, and 2 House 
Surgeons. The post offers a comprehensive training in surgery. 

Apply, giving full particulars, to— 

H. L. Boor, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital, Warrington, Lanes. 


WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for a vacancy at the above Hospital fora RESIDENT 
HOUSE SURGEON (Male or Female). Salary will be £350—- 
£450 p.a., less a deduction of £100 for full residential emoluments. 
Applications should be sent to 
H. L. Boor, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital, Warrington, Lanes. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (Resident Casualty Officer). The commencing 
salary is in accordance with the scale £700-£50—-£1000, less a 
deduction of £130 for residential emoluments. 
Applications, stating age, experience, and 
should be sent to— 
H. L. Boot, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital, Warrington, Lancs. 


WARWICK (near). CENTRAL MENTAL HOSPITAL. 
SENIOR HOUSE OFFICER required in this Mental Hospital 
of 1400 Beds with Neurosis Unit, 4 adult and 2 child psychiatric 
clinics recognised for the D.P.M., and Departments of Electro- 
encephalography, Occupational Therapy, Psychology, and 
social work. Salary £670 p.a. A modern house is available. 
Rental (inclusive of rates), £95 Os. 6d. p.a. 

Applications, together with the names and addresses of 3 

referees, to the Medical Superintendent within 14 days of the 
appearance of this advertisement. 
WELSH REGIONAL HOSPITAL BOARD. North Wales 
CHILD GUIDANCE CLINIcs. Applications are invited for the post 
of REGISTRAR for the above clinics which provide a compre- 
hensive Child Guidance Service for the North Wales Area, 
under the direction of the full-time Consultant Child Psychiatrist. 
Clinics are held weekly at Bangor, Colwyn Bay, Rhyl, and 
Wrexham. These are fully staffed. Experience of general 
practice or pediatrics is desirable. Ability to speak Welsh 
would be an advantage. A close association exists between the 
clinics and the area Mental Hospital at Denbigh. There is ample 
opportunity for study and clinics and hospitals are recogr nised 
for D.P.M. The post will be subject to review at the end of the 
first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. Yr aha ee loom a 
WINDSOR. KING EDWARD VII HOSPITAL. House 
SURGEON in General and Orthopedic Surge ry (Male or Fe = ) 


Beds.) 





qualifications, 


required. Post recognised for F.R.C and vacant 18th 
November ; national salary. Prefere ne e given to persons 
seeking pre-registration House Officer pcst under Medical 


Act, 1950. 
Society. 
Applications, stating age, nationality, 
dates, with copies of recent testimonials, 
by 9th October. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the University of Birmingham Medical 
School.) WOLVERHAMPTON HOSPITAL MANAGEMENT COMMITTEE 
GROUP NO. 16 BIRMINGHAM REGION. Applications are invited 
for the appointment of a JUNIOR HOSPITAL MEDICAL 
OFFICER in Pathology at The Royal Hospital, Wolverhampton. 
Salary £700—£50(6)-£1000 p.a. Resident or non-resident. Post 
vacant Ist November. 1953. 
Applications, naming 3 referees, 


Candidates to be Members of a Medical Pretection 
qualifications with 
to Hospital Secretary 


should be addressed to— 
V. COCKBURN, Secretary. 

The Royal Hospital, Wolverhampton. 
WOLVERHAMPTON HOSPITAL MANAGEMENT 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION. 

The Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical School) 

SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 

and Orthopedic Department), vacant now. 
HOUSE OFFICER (Casualty Department), 
HOUSE OFFICER (Ear, Throat 
vacant shortly. 
Women’s Hospital, Wolverhampton 

HOUSE OFFICER (gynecological and obstetric), vacant 5th 
October. Appointment recognised for M.R.C.O.G, 
Wolverhampton and Midland Counties Eye Infirmary 

HOUSE OFFICER, vacant now. Appointment recognised 

for F.R.C.S. and D.O. examinations. 

Applications, with copies of 3 recent testimonials, 
to W. CocKBURN, Group Secretary. 

The Royal Hospital, Wolverhampton. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE OFFICER (gynecology) required, 
vacant immediately. The Hospital is recognised by the 
Royal College. 

Applications, with copies of 2 test'monials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) SENIOR HOUSE OFFICER (orthopedics ) 
required immediately. Resident. Post rec ognised for F.R.C. 
Wide experience available under Area orthopedic team. ispeus- 
ment for 6 months in the first instance. 

Applications, with copies of 2 testimonials, to the Secretary. 


vacant now. 
and Nose Department), 


to be sent 
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WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE PHYSICIAN to Maternity Depart- 
ment, vacant 26th November. Hospital is recognised by the 
Royal College. 


Applications, with copies of 2 testimonials, to the Secretary. 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN (Male or Female) required at 


the above Hospital, House Officer grade post, now vacant. 
Approved pre-registration post. 

Applications, stating age and qualifications, together with the 

names of 2 referees, should be forwarded to the Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House. Wigan. as early as possible. 
YORK A AND TADCASTER HOSPITAL MANAGEMENT 
COMMITTEE. CITY HOSPITAL, YORK. (Modern General Hospital 
of 265 Beds with full Consultant staff.) Required, CASUALTY 
OFFICER AND ORTHOPAEDIC OFFICER (resident or 
non-resident). Junior Hospital Medical Officer grade. Salary 
£700—£50-—£1000, less £153 p.a. if resident. Post vacant from 
14th November. Recognised for F.R.C.S. 

Applications, giving age, nationality, qualifications, experi- 
ence, and names of 2 referees, immediately to the Secretary, 
York A and Tadcaster Hospital Management Committee, 
Bootham Park, York. 

YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 
Westwood Hospital, Beverley, Yorks (218 Beds) 

(a) ORTHOPAEDIC HOUSE SURGEON (Senior House 
Officer). Recognised for F.R.C.S. Vacant now. 

(b) HOUSE SURGEON (first, second, or third post), vacant 
now. Pre-registration post. Recognised for F.R.C.S. General 
surgical duties, some orthopeedics. 

East Riding General Hospital, Driffield, Yorks (249 
Beds) 

(c) HOUSE SURGEON (first, second, or third post), vacant 
now. Pre-registration post. Recognised for F.R.C.S. General 
surgical duties. 

(qd) HOUSE PHYSICIAN (first, second, or third post), 
vacant early October. Pre-registration post. Duties include 
medical and chronic wards, casualty and some anzsthetics 
and midwifery. Good general experience for first house appoint- 
ment. 

Northfield Sanatorium, Driffield, Yorks (78 Beds) 

(e) HOUSE PHYSICIAN (first, second, or third post). 
General Sanatorium treatment. Provision may be made available 
for thoracic surgery, pathological experience, and M.M.R. 
Unit. Time for study. 

Salary for (a) is £670 p.a., less £140 for board and lodging ; 
and for (b), (c), (d), and (e) £350-£450 p.a.. less £100 for board 
and lodging. Fully qualified practitioners may also apply for 
the pre-registration posts. 

Detailed applications to Secretary, 

Beverley, Yorkshire. 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
HOUSE SURGEON required. House Officer grade post, now 
vacant. Hospital has busy general surgical practice, including 
gynecology and operative obstetrics. Duties include casualty 
rota duty, assistance in Outpatient and Fracture Clinics, and in 
the Operating Theatres, and the care of surgical inpatients. 4 
residents on staff. 

Applications, giving full particulars, with copies of 2 recent 

testimonials, to the Secretary, Noble’s Hospital, Douglas, Isle 
of Man. 
CHANNEL ISLANDS. JERSEY GENERAL HOSPITAL. 
Applications are invited for the post of CASUALTY OFFICER 
which will be vacant on Ist December, 1953, in the above 
Hospital. The appointment is for 6 months but is renewable 
for a further 6 months. Salary £400 p.a., less £100 for resi- 
dential emoluments. 

Applications to be submitted not later than 10th October, 
1953, to— The President, Public Health Committee. 

General Hospital, Jersey, Channel Islands, 

NEW ZEALAND. WELLINGTON HOSPITAL BOARD, 
WELLINGTON. E.E.N.T. DEPARTMENT. Applications are invited 
from registered medical practitioners for 2 full-time positions 
on the Board’s Medical staff at Wellington Hospital of EYE, 
EAR, NOSE AND THROAT REGISTRARS (Senior or Junior). 
The appointments will date from Ist January, 1954, and will 
be for a period of 12 months in the first instance. Applicants 
as Seniors must either hold an appropriate higher qualification, 
or at date of commencement of duties be qualified for 5 years, 
including at least 2 years as a Junior House Surgeon, or a Senior 
House Surgeon, or a Junior Registrar. Applicants as Juniors 
must at date of commencement, have had 2 years experience 
since graduating, including 1 year as House Surgeon. Salary 
in accordance with the Hospital Employment Regulations 
Senior Registrar £806 5s.-£921 5s. Junior Registrar £691 5s.— 
£748 15s. In addition an allowance at the rate of £179 8s. p.a. 
is payable to a Registrar required or authorised to live out. 

Applications, stating age, qualifications, whether married or 
single, and giving a complete concise statement of experience 
will be received by the undersigned a to 9 A.M. on Monday, 
12th October, 1953. J. B. I. Cook, Secretary. 











Westwood Hospital, 





Public Appointments 


FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to Chief Inspector of Factories, 8, St. James’s- 
square, London, S.W.1. 





Latest date for receipt 





District County of applications 
READING .. -- BERKS.. 10TH OCTOBER, 1953 
PATELEY BRIDGE. YORKS .. 10TH OCTOBER, 1953 
RETFORD .. NOTTS .. 10TH OCTOBER, 1953 





BOARD OF CONTROL. Whole-time Senior Clinical 
PSYCHOLOGIST at Rampton Hospital, near Retford, Notts 
(1143 Beds), for patients exhibiting conduct disorders with 
mental deficiency. Considerable scope for research. Post is 
resident or non-resident. Single quarters for a Female applicant 
or bouse on the estate for a married applicant will be available 
at appropriate charges. Appointment will be on National 
Health Service conditions and subject to National Health Service 
superannuation regulations. Salary scale, £845—-£1170. 

Applications, giving full particulars of qualifications and 
experience to Medical Superintendent not later than 30th 
September. 
DERBYSHIRE COUNTY COUNCIL. County Health 
DEPARTMENT. Applications are invited from registered medical 
practitioners for the whole-time superannuable post of 
ASSISTANT MATERNITY AND CHILD WELFARE 
MEDICAL OFFICER AND SCHOOL MEDICAL OFFICER. 
Salary £850 p.a. by annual increments of £50 to £1150 p.a., plus 
a car allowance. 

Particulars and application forms are obtainable from Dr. 
J. B. S. MorRGAN, County Medical Officer, County Offices, 
St. Mary’ s Gate, Derby. 


ESSEX. COUNTY COUNCIL OF ESSEX. Applications 
invited from Male registered medical practitioners for appoint- 
ment of SENIOR MEDICAL OFFICER (Mental Health 
Service), on Central Staff of Council’s Health Department. 
Applicants should have had experience in the administration and 
medical direction of all branches of the Mental Health Service, 
and preference will be given to candidates possessing the Diploma 
in Psychological Medicine. Salary will be on the scale of £1250- 
£50-£1650, according to experience. Appointment subject to 
medical examination and contributions to superannuation fund. 

Application forms and further particulars may be obtained 
from County Medical Officer of Health, County Hall. Chelmsford. 
Completed forms should be returned to him as soon as practicable. 
Canvassing forbidden. 


GOLD COAST LOCAL CIVIL SERVICE. The following 
Specialists are required for duty in the Medical Department of the 
Gold Ceast :— 

PHYSICIAN to take charge in the larger hospitals and to 
give an opinion in cases referred by Medical Officers. Candi- 
dates should hold the Membership of one of the Royal Colleges 
of Physicians. 

OPHTHALMOLOGIST to operate an Ophthalmological 
Unit in one or other major hospital and in addition to study 
diseases of the eye in the field as and when required. Candi- 
dates possessing the Fellowship of one of the Royal Colleges of 
Surgeons (with ophthalmology as a special subject) will be given 
preference but the Diploma in Ophthalmology will be accepted 
if the candidate has considerable experience. 

OBSTETRICIAN AND GYNA®COLOGIST to take charge 
of all obstetrical and gynecological cases in a large hospital 
in the territory and to give opinions on all cases referred for 
advice by Medical Officers and private practitioners. Candi- 
dates must possess either a Fellowhip of one of the Royal 
Colleges of Surgeons (with obstetrics and gynecology forming 
special subjects of the examination) or a Membership of one of the 
Royal Colleges of Obstetricians and Gynecologists. 4 years 
full-time experience in the work of this specialty, under the 
direction of a fully qualified Specialist, would be an asset. 

Appointments are to the Gold Coast Civil Service on short- 
term contracts of 2 tours of 18-24 months in the first instance 
with gratuity en satisfactory completion of service. Basic 
salary scale would be £2375-£125-£2750 a year. Gratuity 
would be at the rate of £37 10s. for each completed 3 months 
of service. Candidates in the National Health Service may 
resign from the National Health Service but retain their super- 
annuation rights while in the Gold Coast. Salary, in this case, 
would be in the scale £1900—£100-£2200 a year, and officers 
would receive a resettlement grant of 20% of the aggregate of 
their Gold Coast salary at the end of their engagements. Quarters 
when available are provided at rental not exceeding £150 p.a. 
Income-tax at local rates. Free passages provided for officer, 
wife, and up to 3 children under 13 years of age. Annual local 
leave is permissible and generous home leave is granted after 
each tour of 18 months. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Gre _ Smith-street, London, S.W.1 (quoting reference 
No. CDE.117/13/014) 


HER MAJESTY’S COLONIAL SERVICE. British 
GUIANA. HEALTH OFFICER required in the Medical Depart- 
ment, British Guiana, duties to include : port health services, 
inspection of schools, lectures and demonstrations on health 
matters, maternity and child welfare, and venereal diseases 
control. Candidates must possess a Diploma in Public Health. 
Salary scale is £1250-£1450 a year including specialist allowance. 
A temporary (non-pensionable) cost-of-living allowance of £50 
a year is also payable. Appointment will be on a permanent 
basis with pension (non-contributory) at the age of 55. Pension 
is earned at the rate of 1/600th of the final pensionable emolu- 
ments for each completed month of service. Alternatively, 
employment is offered on = nt for 3 years in the first 
instance. Candidates in the National Health Service may resign 
from the National Health Service but retain their superannuation 
rights during their time in British Guiana (up to 6 years) and 
receive a resettlement grant of 20% of the aggregate of their 
Colonial salary on leaving British Guiana at the end of their 
engagement. Local leave permissible and generous home leave 
granted after each tour of 2-3 years. On appointment free 
passages provided for Officer, wife, and children under 18 years, 
not exceeding 5 persons in all. Free passages on leave provided 
for Officer and wife only. Income-tax at local rates. Climate 
is, generally speaking, healthy for Europeans. 

Application forms from Director of Recruitment (Colonial 
Service ), Colonial Office, Sanctuary Buildings, Great Smith-street, 
London, 8.W.1 (quoting Reference No. CDE. 1117/30/07). 
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HER MAJESTY’S COLONIAL SERVICE. Nigeria. 
Applications are invited from Doctors with medical qualifications 
registrable in the United Kingdom and with at least 1 years 
experience after qualification for the following posts in the 
Medical Department of the Government of Nigeria :— 

(a) MEDICAL OFFICERS, for general duties in preventive 
and curative medicine which may include purely rural health 
work, involving much travelling 

(b) MEDICAL OFFICERS “OF HEALTH. Duties as under 
(a). In addition the selected Officers would undertake the 
control of sanitary matters, and may be required to perform 
the duties of Port Health Officer at a sea or air port. Candidates 
should possess a Diploma in Public Health. A Diploma in 
Tropical Hygiene, though not essential, is desirable. 
Appointments may be made as follows :— 

(a) on 3 years probation for permanent 
employment in the Colonial Medical Service, with retiring age 
of between 45 and 55. Pensions are at the rate of 1/600th of final 
pensionable emoluments for each completed month of reckonable 
service ; 

(b) from the National Health Service. Candidates may 
resign from the National Health Service but retain their super- 
annuation rights during their time in Nigeria (up to 6 years) 
and receive a resettlement grant of 20% of the aggregate of their 
Colonial salary on leaving Nigeria at the end of their engage- 
ment ; or 

(c) on short-term contract (2—4 tours of 18 months duration) 
with inclusive salary of from £1087 p.a. rising to £2000 p.a. ; 
on completion of contract a gratuity is paid at the rate of 
wi 10s. for each completed period of 3 months service (including 
eave). 

Officers appointed under (a) or (c) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. Salaries, including 
pensionable expatriation pay for Officers appointed under (a) 
or (6) range from £950 to £1850 p.a. Starting salary in all 
cases depends on experience and war service. Quarters are 
provided at low rents. Free passages in both directions are 
provided for Officer and his wife. Payment of the cost actually 
incurred on 1 outward and 1 homeward passage for each of 2 
children under age of 18, subject to maximum of £75 in respect 
of the return journey for each child, is also granted. Income- 
tax at local rates. Local leave is permissible and generous home 
leave is granted after each tour of 18 months duration. 

Application forms can be obtained from the Director of 

Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, 8.W.1 (quoting reference 
No. CDE. 1117/14/01). 
KINGSTON UPON HULL CORPORATION. HEALTH 
DEPARTMENT. Applications are invited from registered medical 
practitioners of either sex for the appointment of ASSIST: 
MEDICAL OFFICER. Under the Corporation’s scheme for 
the interavailability of Medical Officers, the post involves 
duties in the School Health Service, the Maternity and Child 
Welfare Section, and other Local Health Authority’s Services 
and, in the event of the appointment of a Male officer, duties 
under the Hull and Goole Port Health Authority. The salary 
scale is £950 p.a., rising by annual increments of £50 to £1300 
p-a., and regard will be paid to_ previous service in the grade 
in fixing the commencing salary. The possession of a qualification 
in Public Health or the D.C.H. will be an advantage, and 
preference will be given to candidates who are approved by the 
Ministry of Education for the purpose of ascertainment of 
educationally subnormal pupils. 

Forms of application and schedules of conditions may be 
obtained from the Medical Officer of Health, Guildhall, Kingston 
upon Hull, to whom the completed application forms should be 
returned not later than Monday, 12th October, 1953. 
LONDON COUNTY COUNCIL invites applications from 
registered medical practitioners for employment as AUDIO- 
LOGIST at St. George’s Dispensary, Blackfriars, S.E.1, for 1 
session a fortnight. Fee, 4 guineas a session of 1}—2} hours, plus 
—- allowance. 

Apply at once to Medical Officer of He pattan (PH D.1.), County 
Hall, Westminster Bridge, S.E.1. (1028. 


PRISON COMMISSION. 


and pensionable 








iccsblaicte Social Workers 
(Women). Applications are invited for 2 posts in the Prison 
and Borstal Service at Manchester and Wakefield. Salary 
£500—£20—£640 p.a. (National Health Service scale of Psychiatric 
Social Worker in scle charge). Starting-pay according to qualifica- 
tions and experience. Pensionable under the Health Service 
Superannuation Scheme. Applicants must hold the Mental 
Health Certificate of either the University of Edinburgh, 
London, or Manchester, and should preferably be experienced 
in mental work. 

Regulations 
Officer (K.84/3/6), 
Dean Ryle-street, 
October, 1953. 
YORKSHIRE. COUNTY OF THE WEST RIDING OF 
YORKSHIRE. The County Council of the West Riding of Yorkshire 
invite applications for the appointment of MEDICAL OFFICER 
OF HEALTH for the County. The salary will be £2900 p.a. 
rising by 3 increments of £100 and 1 of £50 to £3250 p.a. Candi- 
dates must not only be duly qualified as prescribed by the Local 
Government Act, 1933, but must also possess considerable 
administrative ability and a wide knowledge and experience of 
the organisation of public-health services. 

The prescribed form of application with terms and conditions 
of the appointment may be obtained from the undersigned. 
Applications on the form provided, together with copies of not 
more than 3 recent testimonials, should be sent marked ‘“ Con- 
fidential,”’ not later than 24th October, 1953, addressed to the 
Clerk of the County Council, County Hall, Wakefield. Can- 
vassing, directly or indirectly, will be a disqualification. 
BERNARD KENYON, Clerk of the County Council. 


and forms 
Commission, 


S.W.1, to be 


application 
Prison 
London, 


from Establishment 
Horseferry House, 
returned by 10th 





STAFFORDSHIRE COUNTY COUNCIL. Appointment of 
ASSISTANT MEDICAL OFFICERS. Applications are invited 
from fully qualified medical practitioners for the above-mentioned 
appointments, and those holding the Diploma of Public Health 
will be given preference. The candidates appointed will under- 
take clinical work in the School Health and Child Welfare 
Services under the direction of the County Medical Officer of 
Health and will be required to perform such other duties as may 
from time to time be prescribed. The salary scale is £950 p.a. 
rising by annual increments of £50 to a maximum of £1300 p.a., 
and previous similar service may be taken into consideration 
when deciding the commencing rate. Each selected candidate 
may be required to provide a motor-car, for which allowances 
will be paid in accordance e with the County Council scale. A 
lodging allowance of 25s. per week and return railway fare 
home every 2 months iil be paid for a maximum period of 6 
months where the successful candidate is married and has to 
continue to maintain a home outside the geographical County 
while seeking house accommodation. Each appointment will be 
terminable by 1 months notice in writing on either side and 
subject to the provisions of the appropriate Superannuation Acts 
and Regulations, in which connection the selected candidates 
must pass a medical examination and submit their birth 
certificates. 

Forms of application may be obtained from the undersigned 
and should be returned to the County Medical Officer of Health, 
County Buildings, Stafford, not later than 9th October, 1953, 
together with aes of not more than 3 recent testimonials. 

1. Evans, Clerk of the County Council. 
County Buildings, Stafford, 10th September, 1953. 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ‘‘ Vacancy."’ 


COULSDON AND PURLEY, SURREY. Retirement 
vacancy. Applications invited for VACANCY in urban area 
(Kenley). List about 1600. Residence, including surgery, 
available for purchase. Applications on Form ic to reach 
the undersigned on or before 10th October, 1953 
S. H. BENNETT, Clerk, Surrey E xecutive Council. 
187, Ewell-road, Surbiton. 
KINGSTON UPON THAMES, SURREY. 
vacancy. Applications invited for 
(Kingston Hill). List about 470. Residence, including surgery, 
available for purchase or lease. Applications on Form E.C.16A 
to reach the undersigned on or before 10th October, 1953. 
S. H. BENNETT, Clerk, Surrey Executive Council. 
187, Ewell-road, Surbiton. 


Hospital Services : Ncn-Medical Appointments 


WEST HAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE, Stratford, E.15. Whole-time CARDIOLOGICAL 
TECHNICIAN (grade III) wanted to commence about Ist 
November, 1953. Salary £200—£390 p.a., according to age and 
experience. The Department is a Group one, and under the 
charge of a Physician. S.R.N. qualifications an advantage, but 
not essential. 

Applications, with names of 2 referees, 
by 3rd October, 1953 








Retirement 
VACANCY in urban area 








to Group Secretary 





To non-professional posts the Notification of Vacancies Order 1952 applies 


British Guiana Sugar Producers’ Association have a 
vacancy for a Medical Officer on their Sugar Estates. Experience 
of tropical medicine an advantage but not a necessity. Minimum 
salary £1500 p.a., but more would be paid for good qualifications. 
Free quarters with basic furniture. Pension scheme. Travelling 
allowance. Initial engagement for 3 years followed by 3 months 
leave in the United Kingdom with first-class passages paid 
both ways for employee, wife, and children up to 16 years. 

~—Apply, in writing only, to BOOKERS SUGAR COMPANY LIMITED, 
37/41, Gracechurch-street, E.C.3. 


Dental Officer (British nationality) required to fill career 
appointment in medical establishment of large Middle Kast 
organisation (Persian Gulf). Preference to those with se rvice 
experience in that area and with some knowledge of Arabic. 
Substantial salary and allowances ; pensionable post ; biennial 
paid home leave. Desirable age-limit 35.—Write, quoting 
No. 382, to Box No. 7052, c/o CHARLES BARKER & SONs LTD., 
31, Budge-row, London, E.C.4. 


Physician of Senior Registrar status and with literary 
interests needed to provide clinical editorial contributions for 
general medical journal. Remuneration by arrangement. 
Address, No. 856, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 

Secretary/Receptionist. Experienced medical 
Excellent testimonials..-Address, No. 859, THE 

7, Adam-street, Adelphi, London, W.C.2. 
Baker-street, W.1 (off). 





work 
LANCET Office, 


Mansion flat suitable for Pro- 
fessional Practice. 4 bed., 2 rec., k. and b. Lift. h/e.w. £525 p.a. 
inclusive. Carpets, curtains, &c., £300.—D. Pinto & Co., 
15, Dover-street, W.1 (HY De Park 2244). 

Vacant in De Vere-gardens, W.8, self-contained ground- 
floor flat, suitable Doctor. 2 large rooms, reception hall, kitchen, 
bathroom, living accommodation. Furnished. Unfurnished 
considered. Lease. Door-plate permitted.—Address, No. 849, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 

“ Pregnancy Diagnosis by the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 1s. fee to: WELBECK 
BIOLOGICAL LABORATORIES, 26, Park-crescent, Portland-place, 
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HORMONES OR 
SALICYLATES ? 


of 
© opser vain 


connisont Rheumatic Fever 


som 


act i 
ee Some observations on 
saul Britis predic jou 


A.C.T.H., CORTISONE and 


SALICYLATE THERAPY 
(British Medical Journal, 1952,2,582) 


——— 


iF 1951 we published and distributed amongst the Medical 
Profession a booklet entitled ‘The Similarity in the Mode of Action 
of Salicylates and Cortisone in the Treatment of Rheumatism’. 


It is interesting to note the report of the treatment of Rheumatic 
Fever published in the British Medical Journal (1952, 2, 582) which 
provided evidence that salicylates (in the form of Berex) act in a 
similar manner to A.C.T.H. An abstract of this report is now 
available in booklet form on request. 


SUCCINATE - SALICYLATE THERAPY 


B E R E A for the relief of symptoms associated 


REGD. TRADE MARK e . . 
with all rheumatic disorders. 


FORMULA: Each tablet contains Calcium Succinate, 2.8 gr. Acetylsalicylic Acid 3.7 gr. 


BEREX PHARMACEUTICAL CO., MEDICAL DEPARTMENT, 109 JERMYN STREET, LONDON, S.W.I 
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Lifting the veil 


The distress which accompanies the menopausal years need not be allowed to go 
unchecked. The physician has an adequate means of relieving the several conditions 
which veil a woman’s outlook during her middle years. The administration of SEDESTRAN 
is a safe and ready method of controlling these symptoms by minimal medication. 


Menopausal migraine and hypertension respond well to SEDESTRAN as also 


does dysmenorrhea of neurogenic and psychogenic origin. 


* 
TRADE MARK 
Al STILBOESTROL 0.1 mg. PHENOBARB. 


Literature and sample on request. 


+ grain. 





Bottles of 25 and 100 
tablets. Dispensing 
pack — 1,000 tablets. 
PHARMACEUTICAL LABORATORIES GEIGY LTD 


Rhodes, Middleton, MANCHESTER < Middleton 3933 
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